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INTRODUCTION 
This study attempted to explore and describe aspects of the elderly's use of mental 
health services. Several important facets of senior services that serve as foci for the present 
study are: the role played by community senior centers in the provision and delivery of 
counseling services; descriptions, as well as quality and appropriateness ratings of senior 
center counseling services that use peer counselors; and plans for future use of peer 
counselors. A brief summary of the issues relating to senior centers and peer counseling 
programs follows. 
Senior Centers 
Growth and development 
Testimony regarding the plight of the elderly in obtaining needed community services 
was presented at U.S. government hearings in the early 1970's. As a result, Federal 
legislation created state and municipal funding for the development of community senior 
centers that would serve as a hub of educational, recreational, and limited health services for 
the elderly. Since that time, senior centers have grown in a variety of ways throughout this 
country. 
Throughout the nation in both urban and rural areas senior centers have grown in 
number and scope. In fact, in many smaller communities, senior centers may represent the 
only unique service provision to the elderly. Senior centers have also expanded in terms of 
the average number of participants that they serve. In addition, these centers offer a greater 
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number and variety of services than ever before, including more educational and recreational 
programs, congregate meals, adult day care, and mental health services. 
Senior centers' inroads into mental health service provision have been marked by 
innovation and variety. These centers often offer in-home or telephone counseling, as well 
as various types of support groups. They vary to a considerable extent in terms of whether 
they coordinate services in a cooperative manner with other community mental health 
professionals, or provide them independently. 
One type of counseling service that has seen considerable growth in senior centers 
is the peer counseling program. As with the other types of senior center counseling services, 
there is diversity between centers in their utilization of external mental health professionals 
in staff training, supervision or provision of services, or reliance upon their own staff or 
volunteers for these functions. 
Research 
Although there has been dramatic growth in senior centers over the last decades, 
research on the nature, quality, and effectiveness of these facilities and their services has not 
kept pace with their growth. In the last few years, there has béen some enumeration of the 
number of centers as well as the demographic characteristics associated with them and their 
programs. However, one area that has been particularly lacking in research is description 
and evaluation of senior centers' mental health services. 
Some facets of senior center counseling programs include the scope of services, 
delivery methods, efficacy, and utilization rate. This last aspect, utilization, is especially 
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noteworthy since it has been shown that the elderly infrequently use, compared to younger 
persons, traditional mental health services. The difficulties in this area have served as an 
impetus for the development of alternative forms of mental health treatment for seniors, such 
as peer counseling. The following sections describe some of the barriers to the utilization 
of traditional mental health services and delineate how peer counseling programs may or may 
not impact these barriers. 
Traditional Mental Health Service Barriers to the Elderly 
Research has indicated that seniors are less likely to participate in and utilize mental 
health services than are nonsenior adults. The reasons for this state of affairs are many and 
complex. 
Seniors often have problems with physical accessibility to medical and mental health 
services due to limitations in transportation and ambulation. In addition, relatively few 
mental health professionals are trained or seek to work with elderly clients. Thus, these 
services may be less available to them. 
A relatively higher percentage of seniors live on fixed incomes and are in poverty 
than other nonsenior adults, which means they are often less able to afford out of pocket 
expenses for services such as mental health. These financial issues are especially pertinent 
to Medicare payments to mental health professionals. Many such professionals will not work 
with individuals on welfare or whose only insurance coverage is Medicare, because their 
reimbursement for services is much less than with other forms of health insurance. 
Another reason for low utilization of mental health services by the elderly lies in lack 
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of awareness of community mental health programs. Seniors are also relatively more likely 
than younger adults to use other providers of mental health services, such as general 
physicians, clergy, family, and friends. Some authors have suggested that the elderly do not 
experience serious mental health problems as often as the nonelderly, making their need for 
services relatively less. 
Finally, the elderly's lack of utilization of mental health services has been in part 
attributed to the stigma associated with the use of such programs. It has been suggested that 
seniors tend to feel vulnerable regarding the deterioration of their mental and physical 
condition and may be reluctant to acknowledge problems, especially to younger individuals 
that do not share these feelings of vulnerability. 
These barriers to the elderly's utilization of mental health services have led to new 
developments in the areas of service design and marketing. Peer counseling may be a way 
of reducing or eliminating the past barriers associated with the use of traditional forms of 
mental health services for the elderly. A brief description of how peer counseling addresses 
some of these barriers follows. 
Peer Counseling Programs 
Potential advantages 
Peer counseling programs, those offered by similar-age volunteers, may have an 
advantage over nonpeer programs in terms of actual and perceived accessibility. Peer 
counselors may be more available since retired seniors are a potentially large source of 
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volunteers for a variety of positions. If substantial numbers of seniors are willing to become 
volunteer counselors, then counseling availability would likely increase over the relatively 
few existing professional counselors that are trained and willing to work with the elderly. 
The use of volunteers has also been suggested as a way to reduce costs for both 
providers as well as consumers of mental health services. Volunteers may be willing to 
work without pay. In turn, the institutional or center provider may not have to rely heavily 
on client reimbursement to offset counseling service costs. 
Peer counseling has been conceptualized as being efficacious not only to clients, but 
also to the senior volunteer counselors providing the services. For the elderly, providing a 
valuable service and feeling worthwhile in this role is thought to be therapeutic. Thus, 
counselors may receive psychological benefits from their work with clients. 
Finally, peer counseling may provide seniors with a way to reduce their stigma about 
exposing some of their vulnerabilities. Discussing problems with individuals that are similar 
to them in terms of age, status, and life experience may be relatively less threatening than 
disclosing problems and concerns to mental health professionals. 
Potential disadvantages 
One of the greatest potential disadvantages of peer counseling at this point would 
seem to be the lack of research done on these programs. Their proposed hypothesized 
benefits and advantages, as well as their disadvantages, have not been extensively studied 
and remain largely unknown. 
In addition, peer counseling programs have untested efficacy. Their effect on senior 
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clients is unknown. Although most peer programs involve some degree of counselor training 
and supervision, little is known about the extent or the effectiveness of this preparation. 
Another potential problem of a similar nature is the appropriateness of peer 
counseling for mental health issues that are relatively serious, or that involve issues that may 
produce countertransference feelings on the part of the counselors. Since the elderly may 
be reluctant to address issues of their own aging and vulnerability, working with others that 
are struggling with these problems may create a therapeutic match that is less than ideal. 
Many articles have been written about the potential of peer counseling programs with 
the elderly, but most of these have not collected or evaluated empirical data to support their 
conclusions. In addition, there has been no investigation of peer programs that have not 
been successful, and the reasons associated with this lack of success have not been 
delineated. 
Summary and Study Rationale 
The need for more information about senior center mental health services in general, 
and peer counseling programs in particular, underlie this study's purpose and design. This 
descriptive, exploratory, national survey was designed to: 
gain information about the nature and characteristics of existing senior center 
counseling services; 
ascertain future directions for senior center services; 
assess the perceived efficacy, benefits, and appropriateness of senior center 
counseling programs; 
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describe the role of senior peer counselors in the provision of services; 
compare discontinued with operational senior center counseling programs; 
examine reasons for the discontinuation of counseling programs in those centers 
that at one time had such programs; 
ascertain senior center directors' perceptions of barriers to the implementation 
of counseling services. 
Before beginning a more thorough description of this research, a review of relevant 
literature will be provided. 
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LITERATURE REVIEW 
The provision of counseling services to the elderly has been historically problematic 
for a number of reasons (Knight, 1986a; Roybal, 1988; Thompson & Scott, 1991; Waxman, 
Camer & Klein, 1984). These reasons have been roughly divided by previous researchers 
into two main categories; those relating to unique characteristics of the elderly as potential 
counseling service consumers, and those relating to characteristics of the providers ot these 
services (Knight, 1986a). 
Although these categories have been conceptualized in the past as relatively distinct, 
some authors (Gatz, Smyer & Lawton, 1980; Knight, 1983; Thompson & Scott, 1991) have 
suggested that their relationship is more interactive in nature. Using this interactive 
framework, a model of counseling service provision and elderly consumer utilization can be 
considered. In this model, the nature of the counseling services provided to the elderly 
affect to what extent they are utilized, and the extent of utilization affects the nature of the 
services provided. This approach to general service provision and utilization is far from 
new. It is the foundation of social marketing theory (Kotler, 1975), and it has been 
successfully applied to a variety of services, settings, and consumer populations (Spoth, 
1989). 
The interaction between the unique characteristics of elderly counseling consumers 
and counseling service providers has resulted in the recent proliferation of nontraditional 
formats and delivery systems of counseling services to the elderly (Bratter & Freeman, 1990; 
Krout, 1985). One of these formats, most often referred to simply as "peer counseling". 
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involves senior-aged volunteers who are trained to provide counseling to other seniors in a 
variety of situations. The service delivery format of these peer counseling programs ranges 
from targeting individual to group clientele, from targeting a specific problem, such as 
bereavement, to any general concern of clients, and from serving clients in an office or 
agency to serving them in their own homes. 
Just as there is great diversity in how services are delivered from one peer counseling 
program for the elderly to the next, so is there diversity in organization and sponsorship of 
these programs. Although no data on this has yet been collected, it would appear that the 
largest single type of organization offering these programs on a national level is the 
community senior center. A large number of these facilities are affiliated through 
membership in the National Institute of Senior Centers (NISC), a division of the National 
Council on the Aging (NCOA). The National Council on Aging estimated that there were 
approximately 10,000 senior centers in the United States as of 1985 (Schulder, 1985), and 
this number had doubled since the late 1970s. More recent estimates indicate that there may 
now be as many as 16,000 senior centers nationwide (Krout, 1991). There are presently 
approximately 1,700 members of the NISC, although not all members are actually senior 
centers. The vast majority of senior centers hold no formal membership or affiliation with 
any connecting organization (Krout, 1989). 
Past research has shown that 18% of all elderly had participated in at least one senior 
center activity at some time in the previous year (Harris, 1975), and that 73% are aware of 
these senior centers in their community (Krout, 1983). A NCOA study carried out in the 
1970's (Leanse & Wagner, 1975) found that even among nonusers of senior centers, two-
thirds had heard of them in their community and three-fourths of this group could correctly 
identify their location. A randomized survey of 755 senior centers in 31 states done by 
Krout (1985) showed that about half offered some type of personal counseling, a third 
offered group counseling, and one-fourth were offering "peer counseling" services. 
Although it is quite likely that many centers offer more than just one type of counseling, 
based on Krout's (1985; 1991) findings, there may well be currently 8,000 or more senior 
centers offering personal counseling, 5,000 or more offering group counseling, and 4,000 
or more senior centers in this country offering peer counseling services to the elderly. 
Despite this relatively large figure, virtually nothing is known about how these counseling 
services are provided, how well they are utilized, and in what manner, if any, they are being 
evaluated. 
As previous authors have noted (Bratter & Freeman, 1990; Gatz, Hileman & Amaral, 
1984), the informal beginnings and nature of many senior peer counseling programs have 
precluded the usual research data, especially outcome, that may accompany other types of 
counseling services. Although much has been written on the successes of individual 
programs, no systematic study has yet been done which attempts to integrate descriptive data 
on a national level. This is the purpose of the present study. Now let us return to a more 
detailed look at some of the issues involved in providing counseling to the elderly that have 
led to the development of more varied and innovative services with this population. 
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Counseling Service Provision and the Elderly 
Physical accessibility 
One of the unique characteristics of the elderly as counseling consumers is their 
reduced mobility relative to younger adults. On one hand, the elderly experience decreased 
mobility due to declining strength and energy which makes the physical process of seeking 
services more difficult (Cohen, 1984). On the other hand, other physical limitations in the 
elderly make independent transportation more difficult and less likely, further reducing the 
opportunity for traditional service utilization (Gurian, 1982). 
Another characteristic of the elderly that may make service accessibility somewhat 
more problematic is that they are more likely to reside in rural areas than are the nonelderly. 
Approximately 25 to 30% of the current elderly population of this country reside in "rural" 
areas (Krout, 1991), which is defined as a community of less than 20,000 people according 
to the National Rural Health Association. Several studies have shown that the elderly in 
rural areas have higher levels of health-related problems than do their urban counterparts 
(Coward, 1990). In addition, as Roybal (1988) has suggested, the mobility problems of the 
elderly are often further exacerbated by community counseling service locations which make 
access relatively more difficult for them. For rural elderly, travel over long distances to 
town or urban centers may be necessary in order to receive any form of counseling or 
medical services. 
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Counselor accessibility 
Training It has been suggested by many researchers that there has been a lack of 
interest in providing counseling services to the elderly, and this has been reflected in the 
longstanding lack of formal training programs and coursework offered to prepare counselors 
to work effectively with this population (Niederhe, 1984; Siegler, Gentry & Edwards, 1979; 
Wantz, Scherman & Hollis, 1982). As a result, very few mental health professionals have 
any specialized training to work with the elderly (Kermis, 1986). Unfortunately, this state 
of affairs appears unlikely to change in the new future, at least for psychologists. Survey 
research by Lubin, Brady, Thomas and Whitlock (1986) showed that the amount and type 
of training in geropsychology available to students of APA-approved doctoral programs in 
counseling and clinical psychology was virtually unchanged from 1975 to 1984. A recent 
survey of community mental health centers (Flemming, Rickards, Santos & West, 1986) 
revealed that over 40% reported having no clinical staff trained to deliver geriatric services, 
and 45 % offered no specific programs whatsoever for the elderly. 
Although the lack of formal training opportunities in gerontological counseling 
undoubtedly contributes to the development of professionals who do not specialize in serving 
the elderly, it does not seem to fully account for the paucity of therapists who do any work 
whatsoever with this population (Chafetz, Ochs, Tate & Niederhe, 1982; Knight, 1986b; 
Niederhe, 1984; Vanden Bos, Stapp & Kilburg, 1981). The Vanden Bos, Stapp and Kilburg 
study showed that at that time, 70% of practicing psychologists reported never working 
clinically with the elderly, and that only 2.7% of the health services provided by 
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psychologists were with aged clients. 
Treatment expectations Some researchers have suggested that therapists have a 
reluctance and unwillingness to work with the elderly because of relatively lower treatment 
outcome expectations (Ford & Sbordonne, 1980; Gatz, Popkin, Pino & Vanden Bos, 1985; 
Ray, McKinney & Ford, 1987; Settin, 1982). The Ford and Sbordonne study, for example, 
revealed that elderly depressed clients were more likely to receive medication and less likely 
to receive psychotherapy than nonelderly depressed clients, despite the elderly's relatively 
greater risk of adverse pharmacological effects. 
Although few studies have been conducted which compare counseling efficacy for 
elderly versus nonelderly clients, some authors (Brink, 1979) have actually concluded that 
when change over time in the absence of treatment has been controlled for, that 
psychotherapy was more effective for the elderly than the nonelderly. Other studies 
(Garfield, 1978; Smith & Glass, 1977) have found no systematic relationship between client 
age and psychotherapy outcome. A study by Thompson, Gallagher and Breckenridge (1987) 
looked at the effectiveness of psychotherapy for depressed elderly and nonelderly adult 
clients and also found no significant differences. 
Countertransference Another cited reason for therapists' reluctance to work with 
the elderly is countertransference. Many therapists may prefer to avoid facing their own 
fears regarding the inevitability of aging and mortality by choosing not to work with the 
population most likely to confront them with these issues (Gatz, Popkin, Pino & Vanden Bos 
1985; Genevay & Katz, 1990). 
Financial considerations 
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Mental health services to the elderly are hindered in several distinct ways from a 
financial perspective when compared to the nonelderly. First, one of the principal reasons 
for the lack of adequately-trained professionals to work with this population, in addition to 
those already mentioned, is that there is much less potential for reimbursement for services 
(Lowy, 1980). A high percentage of elderly must rely on Medicare to cover outpatient 
mental health services, and even though progress has been made recently in terms of 
coverage of nonmedical providers, the beneficiary is required to make a substantially greater 
copayment than is the case for medical services (Roybal, 1988). This means that covered 
nonmedical providers, such as psychologists and licensed social workers, must accept 
payments that are at best two-thirds of their normal service charges, or they must seek 
additional out-of-pocket reimbursement from elderly clients who are more frequently 
economically disadvantaged and on fixed incomes than the nonelderly. Even elderly clients 
with supplemental insurance coverage, such as HMOs, often have reimbursement problems 
due to restricted coverage, access, and quality of services for mental health and illness as 
compared to services for physical health and illness (Levin, Classer & Roberts, 1984). 
Not only do the lack of mental health service reimbursement and the relative 
economic disadvantages of the elderly restrict the availability and quality of service 
providers, they also contribute to the reduced likelihood of the elderly seeking these services 
(Krout, 1986; Niederhe, 1984; Oktay, 1985; Swan & McCall, 1987). A study by Morgan 
(1985) showed that of those who must pay out-of-pocket for at least part of their service 
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reimbursement, the aged used fewer ambulatory mental health services than the middle-aged, 
but no differences were found with services requiring no out-of-pocket reimbursement. 
As stated previously, the population of rural areas has a higher proportion of elderly. 
Research has shown that in both rural nonfarm and farm areas, the poverty rate of elderly 
residents is considerably higher than in urban areas (Coward, 1990). 
Finally, from a governmental perspective, mental health services for the elderly have 
received consistently low funding priorities on the community, state, and federal level 
(Kimmel, 1988; Knight, 1986; Roy bal, 1988). Improvements in Medicare and Medicaid 
coverage and benefits for mental health services are unlikely, given the volatility of Medicare 
and the budgetary retrenchment facing most states (Rodeheaver & Datan, 1988). 
Counseling service awareness 
Another barrier to the effective provision of counseling services to the elderly is their 
relative lack of awareness of these services (Roybal, 1988). Although little research has 
been done on this topic, a study by Kushman and Freeman (1986) found that there were a 
large proportion of community mental health services of which the elderly were totally 
unaware, and that additionally, many misconceptions and much misinformation existed 
regarding the mental health services for which they did have some awareness. In fact, the 
Kushman and Freeman study revealed that only 27% of the elderly surveyed were aware of 
mental health services in their community. Perhaps most disturbing of the Kushman and 
Freeman study results was the conclusion that the elderly most in need of these services were 
also the least likely to be aware of them. 
One of the consequences of the lack of awareness of psychological services by the 
aged seems to be that they are more unlikely than nonelderly to utilize these services. The 
importance of knowledge as a precursor to utilization of services for the elderly was shown 
in a study by Snider (1980). He found that knowledge of the availability of a health care 
service was a better predictor of subsequent utilization by aged individuals than either health 
status or income. It is not surprising, then, that when aged individuals are faced with 
psychological distress they may choose "substitute" mental health services with which they 
are more familiar, such as family physicians or clergy (Swan & McCall, 1987; Waxman, 
Camer & Klein, 1984; Wells, 1984). 
Use of alternative services 
When the elderly are faced with mental health problems and concerns, they are much 
less likely to seek formal counseling services than other sources of intervention (Thompson 
& Scott, 1991; Waxman, Camer & Klein, 1984). Thompson and Scott's recent survey of 
community elderly revealed that if faced with symptoms of either depression or anxiety, they 
would be significantly more likely to seek help from family, friends, family physicians, and 
clergy than from a counseling service provider. 
The elderly's use of "substitute" mental health services is problematic for two 
reasons. First, the use of these services may often be less efficacious for them, and second, 
these substitute services seldom refer the aged to other more traditional and potentially more 
effective mental health services. Let us now look more closely at the use of some of these 
substitute mental health services for the elderly. 
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Family and friends Past research has consistently suggested that family and friends 
are the most often used source of emotional support for the elderly (Larson, Mannell & 
Zuzanek, 1986; Revicki & Mitchell, 1986). Weber (1977) has cited the family as most 
instrumental in the obtainment of aging services of all kinds. As might be expected, 
however, the quality of this support varies greatly. Two studies using factor analytic 
approaches (Blazer, 1982; Broadhead, 1980) demonstrated that the quality and the frequency 
of social support and contacts for the elderly are only minimally correlated. 
When the elderly do disclose problems and concerns related to their psychological 
status, it is often difficult for family and friends to acknowledge that the aged individual may 
need mental health services. The result is that problems are minimized or seen as a normal 
part of the aging process, and formal services are unlikely to be sought (Gaitz, 1974; 
Lazarus, 1989; O'Brien & Wagner, 1980). 
Familv physicians The high rate of utilization of family physicians for 
psychological problems by the elderly has been well documented (Morgan, 1985; Schurman, 
Mitchell & Kramer, 1984; Swan & McCall, 1987). Some researchers have estimated that 
nonpsychiatric physicians may be providing as much as 60% of mental health needs to this 
population (Wells, 1984; Shapiro et al., 1984). In their study of adult mental health 
utilization in three metropolitan communities (New Haven, Baltimore, and St. Louis), 
Shapiro et al. found that those 65 and over were less likely to use community psychiatric 
services than any other age group, but most likely to use psychotropic medications. 
Just as the quality of support varies widely from family and friends for psychological 
problems of the aged, so does the quality of services received from family physicians. Many 
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physicians have relatively little training in psychological impairment, and none specifically 
in geriatrics (Goldstrom et al., 1987; Rodeheaver & Data, 1988). Haug and Ory (1987) 
suggest that physicians' style in working with their patients is often decisional in nature, 
lacking in warmth ^d empathy, and not encouraging in terms of relationship development 
and patient disclosure. Physicians have shown a faster time orientation than social workers 
(Huntington, 1981), and one study (Keeler, Solomon, Beck, Mendenhall & Kane, 1982) 
actually showed that physicians spent less time per patient with those over 65 than with 
younger patients. 
Despite the fact that most referrals to the mental health system come from physicians, 
internists, and nurses (Goldstrom et al., 1987), these practitioners are also often guilty of 
mistaking treatable psychological symptoms in elderly patients for the natural physical and 
mental consequences of aging (Greene, Hoffman, Charon & Adelman, 1987; Rodeheaver & 
Datan, 1988). Supporting these findings; a study by Kucharski, Royce and Schratz (1979) 
found that physicians were less likely to refer their elderly patients for mental health 
treatment than their younger patients. 
Physicians may also lack knowledge of some of the services in their community 
which may be of benefit to their elderly patients who are in need of psychological assistance. 
A study of community primary care physicians by Yeo and McGann (1986) showed that 
many were unaware of potential sources of support and counseling for their elderly patients. 
Over 10%, for example, were totally unaware of the existence of senior centers in their 
community, which offered a variety of services of this type. 
Clergy Little or no research apparently exists relative to the quality of counseling 
19 
and supportive mental health services provided by the clergy to aged individuals, nor on the 
frequency with which they refer the elderly to more formal providers of these services. 
Evidence does suggest, however, that clergy are frequently consulted by persons in emotional 
distress. Wells (1984) has suggested that as many as 14% of all those seeking treatment for 
emotional problems turn to clergy. Research also suggests that the aged are more likely than 
younger individuals to identify themselves as religiously oriented (Koenig, 1990) which 
would also seem to increase their likelihood of clergy contact for emotional concerns. 
Thompson and Scott's (1991) survey of community elderly showed that they rated their 
likelihood of utilizing clergy for symptoms of either anxiety or depression as highly as 
family, friend, or family physician, and that all of these ratings were significantly higher 
than those given for counseling services. 
Service stigma 
A consistently cited reason by researchers for the low utilization rate of professional 
mental health services by the elderly is the stigma that may be associated with these services 
(Knight, 1986a). It may also offer an explanation for their correspondingly higher utilization 
rates for the substitute services of family, friends, clergy, and family physicians just 
described. It has been suggested that there is a stigma regarding the use of counseling 
services that is unique to the older generation (Fisher, Goff, Nadler & Chinsky, 1988; 
Lakin, 1988; Nelson & Barbaro, 1985; Waters, 1984; Waxman, Camer & Klein, 1984). 
There have been a variety of explanations given to account for the seemingly greater 
stigma for the elderly associated with their use of mental health services. One of these is 
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that the elderly's perception of mental health services began in an era when treatment 
efficacy was much lower, the emphasis of treatment was on mental illness rather than mental 
health, and in the view of many, only "crazy" people received treatment (Blum & Tallmer, 
1977; Gatz, Popkin, Pino & Vanden Bos, 1986; Lawton, 1979). This explanation has been 
described as a "cohort effect" for the elderly. Another aspect of this is that many elderly 
may not accept the implicit moral relativism and liberal ideologies which characterize 
modem psychotherapy (Lakin, 1988). 
Another reason for the elderly's lowered expectancies of mental health treatment 
efficacy versus the nonelderly is their frequent belief that their problems are a normal part 
of the aging process and therefore nothing can be done about them (Kovar, 1980). This is 
very similar to the previously cited reasons that many therapists and physicians also have 
reduced efficacy expectations for this population. 
Perhaps the most frequently cited and most psychologically based reason for the 
mental health service stigma of the elderly has to do with issues of self-reliance and control. 
Many authors (Davis & Klopfer, 1977; Shanas & Maddox, 1976) have suggested that the 
elderly place a relatively greater value on self-reliance and independence. More recently, 
however, studies have shown that some supportive programs for the elderly have been well 
received and utilized (Knight, 1982; Zarit, 1980), and it now appears that the way services 
are presented to the elderly may have an important effect on how they are perceived and 
reacted to. Research has shown that when services imply infirmity (Bild & Havinghurst, 
1976) or when eligibility is based on income (Moen, 1978), they will be least acceptable to 
consumers. 
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Fisher, Goff» Nadler and Chinsky (1988) have suggested several reasons that make 
accepting services psychologically costly. It can represent a threat to self-esteem (Fisher, 
Nadler & Whitcher-Alagna, 1983; Nadler & Fisher, 1986), it can create an inequitable 
relationship in which help can only be received and not reciprocated (Greenburg & Westcott, 
1983; Hatfield & Sprecher, 1983), it may be perceived as restricting one's freedom (Brehm 
& Brehm, 1981), and it may cause the recipient to attribute the need for the aid as self 
failure (Jones & Davis, 1965; Kelley, 1967). Although it can be said that these 
psychological costs exist for all ages of recipients, the elderly may be especially vulnerable 
to them due to pre-existing concerns about their self worth which are exacerbated in many 
ways by our own contemporary society (Waxman, Gamer & Klein, 1984). Tessler and 
Schwartz (1972) have suggested that persons more vulnerable to loss of self-esteem are less 
likely to expose inadequacy by seeking aid. In addition, the elderly may have relatively 
greater cause to fear loss of freedom through institutionalization for their disclosure of 
mental health concerns (Butler, 1975). 
Service preferences 
As stated earlier, the way that services are presented to the elderly can make a large 
difference in terms of how well they are accepted and utilized by this population (Knight, 
1983; Zarit, 1980). Despite this acknowledgement, very little research has been undertaken 
to determine in which form counseling services may be most acceptable to the elderly 
(Thompson & Scott, 1991). Two areas related to this topic which have received some 
attention are age and status of the therapist. 
A total of four studies have been found which address the elderly's preferences 
regarding age of therapist. Two of these studies (Donnan & Mitchell, 1979; Lasky & 
Salomone, 1977) compared preferences of young adult versus middle aged counselors for the 
elderly, with no option given of an elderly counselor. Donnan and Mitchell found that 
females showed significantly higher preferences for the middle aged over the young adult 
counselor, but for males no significant preference emerged. The Lasky and Salomone study 
was somewhat consistent with the Donnan and Mitchell results in that their all male, elderly 
subjects also showed no significant preferences in regard to young adult versus senior aged 
counselor. 
Robiner and Storandt (1983) randomly matched all female subjects between 60 and 
70 years of age with one of four female counselors whose ages were 26, 34, 58, and 66 
years, the counselors were matched as closely as possible for experience and status. Each 
subject participated in a one-session interview in which they were instructed to discuss a 
problem in a personal relationship with a counselor. Subjects' subsequent responses to the 
Barrett-Lennard Relationship Inventory and the Client Satisfaction Scale were then analyzed 
with no significant preference differences by age of counselor emerging. Unfortunately, it 
cannot be determined from this study whether the age of therapist might have affected these 
clients seeking help in the first place. 
Only one study (Thompson & Scott, 1991) has attempted to determine what effect 
therapist attributes, including age, may have on the elderly's willingness to seek counseling. 
Thompson and Scott asked seniors to rate how desirable counseling services would be with 
a senior aged counselor versus a nonsenior aged counselor. The results indicated 
23 
significantly higher desirability ratings for the senior aged counselor by both male and female 
subjects. 
Thompson and Scott (1991) also investigated what effect counselor status has on the 
elderly's willingness to accept counseling. Senior subjects were asked how desirable 
counseling services would be with a professional versus a trained volunteer counselor. These 
results indicated significantly higher desirability ratings for the trained volunteer over the 
professional counselor. The only other study found which investigated the effect of 
counselor expertise on the counseling preferences of the elderly was the previously cited 
study by Lasky and Salomone (1977). Counselor status was manipulated by showing slides 
of a counselor in a fancy office with an advanced degree on the wall (high status), or in a 
modest office with no degree on the wall (low status). The all male, elderly subjects showed 
significantly higher preference ratings for the high status counselor. 
The contradictory findings of the Lasky and Salomone (1977) study and the 
Thompson and Scott (1991) study have several plausible explanations. It could be partially 
the result of the sex differences in the subjects used, or the effects of 13 years of time 
passage resulting in cohort differences or other changes. Most likely, however, it is the 
difference in how status of counselor was manipulated. Since most potential clients do not 
see the office of their potential counselors before deciding whether to seek services, the 
Lasky and Salomone study may have less to tell us about what may influence this decision. 
A final consideration of the Thompson and Scott (1991) study is that these elderly 
subjects also rated their likelihood of using a counseling service which offered features that 
they found most desirable as significantly higher than the counseling services that they 
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perceived were currently available to them. Thus, it would appear that the way counseling 
services are presented to this population may help reduce the barriers to delivery that have 
been previously discussed. 
Another variable related to mental health service preference concerns perceptions of 
provider competency and personal qualities. A study by Schindler, Berren, Hannah, Beigel, 
and Santiago (1987) of community adults found that psychiatrists and psychologists were 
both rated as significantly more qualified, skilled, and experienced in the treatment of most 
mental health problems that nonpsychiatric physicians and clergy. Ratings of warmth and 
caring, however, were significantly higher for clergy than psychiatrists, physicians, or 
psychologists. Schindler et al. suggest that one possible explanation for these results is that 
the clergy do not charge for their services. Given the earlier findings on the relatively 
greater willingness of the elderly to seek clergy over a counseling service for their emotional 
problems, these findings together may support the conclusions of McGee and Lakin (1977) 
that the therapeutic relationship itself is the central vehicle of both involvement and change 
for the elderly. Let us now look at what impact some of the service provision issues we 
have already examined have on the overall counseling utilization patterns of the elderly. 
Mental Health Utilization and the Elderly 
Service providers and utilization 
The various issues of counseling and mental health service provision with the elderly 
discussed so far have contributed to a pervasive and enduring pattern of relative 
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underutilization by this population of these services. Although persons aged 65 and over 
accounted for over 11% of the total population in 1981, only 2.7 % of psychologist's clinical 
services were with the aged at that time (Vanden Bos, Stapp, & Kilburg, 1981). A study 
of psychiatrists in private practice showed that only about 2% of their time was spent with 
elderly patients (Butler & Lewis, 1982). Community mental health centers have been 
consistently shown to have only about 4% of their clients over the age of 64 (Butler & 
Lewis, 1982; Redick & Taube, 1980; U.S. General Accounting office, 1982). Specialized 
services such as drug and alcohol abuse programs have even lower percentages of elderly 
participants (Goldstrom et al., 1987). 
A National Institute of Mental Health study (Shapiro et al., 1984) involved face-to-
face interviews using the Diagnostic Interview Schedule (Robins, Helzer, Croughan & 
Ratcliff, 1981) and the Mini-Mental status Exam (Folstein, Folstein & McHugh, 1975) to 
assess prevalence rates of mental disorder among over 2,000 individuals aged 65 and older. 
The study involved community residents of New Haven, Baltimore, and St. Louis. Results 
indicated that between 88% and 17.8% of the elderly individuals interviewed were diagnosed 
with a mental disorder across these three communities. In addition, 11.5% to 18.4% of all 
elderly individuals interviewed were found to have at least a mild level of cognitive 
impairment. 
The Shapiro et al. (1984) study also examined whether the individuals interviewed 
in the three communities were receiving mental health care, and if so, from what type of 
provider. Of those elderly diagnosed with a mental disorder (not including those diagnosed 
only with some degree of cognitive impairment), only 5% to 20% had made even one visit 
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for mental health care in the previous six months. This compared to rates of 30% to 43% 
of all adults, regardless of age, with diagnosed mental disorders that had made at least one 
visit for mental health care in the previous six months. Thus, rates of mental health 
utilization by individuals suffering a mental disorder were at least two to six times higher for 
the nonelderly versus the elderly in this study. 
As stated previously, the Shapiro et al. (1984) study also showed that up to 60% of 
the elderly interviewed who did have a diagnosable mental disorder and who did make at 
least one visit for mental health care in the previous six months met with a general, 
nonpsychiatric physician. This means that only 40% of the 5% to 20% of the elderly with 
a mental disorder were seen by a mental health professional, or what amounts to 2% to 8% 
of this group. 
Utilization trends 
Although the percentage of elderly is our population continues to rise steadily, the 
percentage of elderly in those utilizing counseling and mental health services has remained 
relatively stable for many years. Studies whose data were gathered 20 to 30 years ago 
(Butler & Sulliman, 1963; Kramer, Taube, & Redick, 1973) show basically the same 
percentages of elderly utilization of services as the more recent studies cited in the preceding 
paragraph. The most recent data available show that only about 2% of all private therapists' 
patients and only about 6% of community mental health center clients are elderly (Flemming, 
Buchanan, Santos, & Rickard, 1984; Flemming, Rickards, Santos, & West, 1986; 
MacDonald, 1987). Over this same 20 to 30 year period, however, the proportion of those 
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65 and over in the general population has risen from about 9% to almost 13% (Blazer, 
1989). The fact that there has been a large increase in the proportion of elderly in the 
general population but a more stable proportion of elderly among those utilizing counseling 
and mental health services suggests that there may actually be a progressively smaller 
percentage of the total elderly population being served over the last several years. 
The fact that those over 65 account for almost 13% of the general population but less 
than 6% of private practitioners' and mental health centers' caseloads suggests that the 
elderly's utilization rate of counseling and mental health services is less than half of the 
nonelderly's. If this elderly versus nonelderly utilization ratio continues, it will affect 
increasingly larger numbers of elderly individuals as can be seen from examining this 
country's expected population growth characteristics. 
Relative future population growth 
This trend of an increasing number of elderly who are not utilizing mental health 
services is particularly disturbing when one considers the continued projected growth of 
elderly in this country's population over the next 40 years. In 1990, the percentage of those 
65 and over was slightly over 12%; by the year 2030, it is projected that approximately 22% 
of all Americans will be 65 and over (Blazer, 1989). In raw numbers, this represents an 
increase of approximately 25 million individuals in this age group (Roybal, 1988). A 
combination of the "baby boom" of the late 1940s and increases in the average life 
expectancy would seem to make these predictions very probable (Blazer, 1980). 
Although these figures are certainly dramatic, they only become fully meaningful 
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when other factors are examined. To know if the elderly's underutilization of counseling and 
mental health services represent a serious problem, we must also consider to what extent 
they need these services. Let us now consider this issue. 
Service Need 
Epidemiological approached 
The determination of how much a service or services are needed by a given individual 
or group of individuals is far from precise. Many different methods have been used to make 
estimations of this type, and these different methods have produced greatly different results. 
Probably the most commonly used method for determining the need of a particular 
population for counseling or mental health services has been through the epidemiological 
comparison of prevalence rates of clinical diagnoses or symptomologies (Blazer, 1989). 
Unfortunately, studies of this type have used vastly different criteria in determining diagnoses 
and symptomology, and the result has been in inability to systematically and consistently 
distinguish cases from noncases, and to compare one study to another in any meaningful way 
(Blazer, 1980; Rapp, Parisi, & Walsh, 1988). 
Problems in case identification have been especially prevalent in epidemiological 
studies of the elderly's mental health since this population may not express the symptoms 
traditionally associated with psychiatric diagnoses derived from the most commonly used 
DSM-III-R criteria, nor fit ideally into these diagnostic categories (Blazer, 1989). Since the 
epidemiologic method depends on a clear distinction between cases and noncases (Blazer, 
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1989), it is not surprising to find epidemiological studies with apparently contradictory 
results concerning the relative prevalence of mental disorders in the elderly versus the 
nonelderly across a wide variety of diagnostic categories (Bliwise, McCall, & Swan, 1987; 
Feinson, 1985). Let us look now at epidemiological data gathered within some of these 
diagnostic categories. 
Depression 
The development and prevalence of depression in the elderly has been studied 
extensively. Bliwise, McCall, and Swan (1987) used a metaanalytic approach in comparing 
results of epidemiological studies using only DSM diagnostic criteria in assessing prevalency 
rates of mental disorders among the elderly and the nonelderly. In regard to depression, all 
five of the studies included in the metaanalysis showed significantly higher prevalence rates 
for nonelderly than elderly (Eaton & Kessler, 1981; Frerichs, Aneschensel, & Clark, 1981; 
Myers et al., 1984; Uhlenhuth et al., 1983; Weissman & Myers, 1979). Despite the 
consistency of these findings, in none of these five studies was the magnitude of the 
prevalence difference as great as the magnitude of utilization differences previously described 
between the elderly and nonelderly. In other words, the elderly's prevalence rate of 
depression was well over half the rate of the nonelderly's in all these studies, as contrasted 
to a utilization rate of counseling and mental health services for the elderly that is less than 
half the rate of the nonelderly. 
Results of epidemiological studies of depression using symptomological criteria for 
diagnostic categorization with community elderly are much less clear cut, however, Feinson 
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(1985) reviewed seven studies of "depressive distress" rates of both elderly and nonelderly 
and found five which showed either no age differences or mixed results (Murrell, 
Himmelfarb, & Wright, 1983; Sayetta & Johnson, 1980; Warheit, Holzer, & Arey, 1975; 
Weissman & Myers, 1980; Weissman & Myers, 1978) and two showing significantly higher 
prevalence rates of depression for nonelderly versus elderly participants (Comstock & 
Helsing, 1976; Frerichs, Aneschensel & Clark, 1981). 
The differences in prevalence rates of depression in the elderly when using DSM 
criteria as contrasted with using symptomological criteria is highlighted in a recent study by 
Blazer et al. (1987). They found that in a sample of community elderly, 27% reported 
depressive symptoms, but less than one percent suffered from a current major depressive 
episode. Blazer (1989) states "These data suggest that the traditional DSM-III-R depressive 
categories do not capture most depressed older adults in the community population" (p. 371). 
Many authors believe that depression is significantly underdiagnosed in the elderly 
because it is masked by other somatic complaints or mistaken as dementia by clinicians 
(Beutler et al., 1987; Kaszniak & Allender, 1985; Rapp, Parisi, & Walsh, 1988). Indirectly 
supporting this position are data which consistently show the elderly to have higher suicide 
rates than any other age group (Mcintosh, 1985). 
Bereavement and adjustment disorders 
One of the most common issues of elderly clients and individuals is the loss they 
experience as part of their aging process (Waters, 1984). Losses of career, children in the 
home, physical functioning and health, spouse and friends are common, yet stressful events 
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for the majority of elderly. Although most elderly are able to cope with these losses in 
nonpathological ways, they have been shown to have a generally lower tolerance to stress 
than the nonelderly (Blazer, 1989). 
Studies have shown that 15 to 25 percent of all bereaved persons experience 
significant psychopathology within one or two years after the loss (Gallagher & Thompson, 
1989). Most studies seem to indicate that bereaved women more often experience mental 
health problems while bereaved men more often experience negative health consequences in 
response to their losses (Gallagher, 1986; Osterweis et al., 1984; Stroebe & Stroebe, 1983; 
Windholz et al., 1985). Major episodes of depression associated with bereavement have 
been found to be more prevalent among the elderly than the nonelderly (Brickman & 
Eisdorfer, 1989). 
Supporting this previous research, a study by Thompson (1986) suggests that the loss 
of spouse may be a particularly stressful form of bereavement for the elderly as evidenced 
by figures showing approximately 16% of widowers and 5% of widows dying within the first 
30 months after the loss. These figures compare to age-matched sample rates of less than 
5% for males and less than 3% for females over the same month time period. 
Anxiety 
Although there has been more research conducted on disorders such as depression and 
dementia in the elderly, anxiety disorders have been found to be the most prevalent 
psychiatric disturbance in this population (Blazer, 1989; Bliwise, McCall, & Swan, 1987) 
as well as the general adult population (Robins et al., 1984). Several research studies have 
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been conducted which suggest that the prevalency rate of anxiety disorders in the nonelderly 
exceed those of the elderly (Myers et al., 1984; Robins et al., 1984; Uhlenhuth, Butler, 
Mellinger, Cisin, & Clinthome, 1983; Warheit, Holzer, & Arey, 1975). A study by Kramer 
(Kramer et al., 1985) used the Diagnostic Interview Schedule to classify community-residing 
adults by DSM III (American Psychiatric Association, 1980) diagnosis across age spans in 
the Baltimore, Maryland area. Results showed prevalence rates of 13.8% for phobia and 
2.2% for obsessive-compulsive conditions among adults between the ages of 18 and 64. 
These compared with prevalence rates of 12.1% for phobia and 2.2% for obsessive-
compulsive conditions among adults between the ages of 65 and 74. Among adults who 
were 75 and older, 10.1 % were found to have phobias and less than 1 % were found to have 
obsessive-compulsive conditions. 
Although these results do show a general decrease in prevalence of some anxiety 
related disorders with advancing age, they do not fully support the differences in utilization 
patterns of mental health services among those under 65 and those over 65 years of age. 
Given that approximately 12% of the present population are 65 and over (Brickman & 
Eisdorfer, 1989), and most recent community mental health utilization data show that only 
2% to 6% of clients are over 65, justifying these utilization differences on the basis of 
differences in prevalence of psychiatric conditions would mean that these conditions should 
be anywhere from two to six times are prevalent in the nonelderly as the elderly. The 
presently cited studies do not seem to support this justification. 
Two other aspects of anxiety related differences in the elderly versus the nonelderly 
are worth noting. First, research by Warheit, Holzer, and Arey (1975) examined the nature 
of anxiety conditions in the elderly and nonelderly using Spielberger's (Spielberger, 1972) 
state and trait anxiety conceptualizations. Warheit found that the nonelderly's anxiety was 
predominantly trait in nature, while the elderly's was primarily the state type. These 
differences may reflect greater situational stressors for the elderly associated with the 
changes that they typically experience in later life (Brickman & Eisdorfer, 1989). It would 
seem that counseling may be particularly beneficial in the treatment of state anxiety based 
on these situational changes. In addition, the use of anxiolytic medications with the elderly 
is often problematic due to the risk of potential side effects (White et al., 1986). 
Another interesting aspect of anxiety in the elderly is revealed when lifetime 
prevalence rates of anxiety disorders are compared by age. Because an anxiety disorder can 
first occur at any time throughout the lifespan, it would be reasonable to assume that lifetime 
prevalence would increase with age. Paradoxically, nationally conducted research from the 
Epidemiological Catchment Area program (Robins et al., 1984; Myers et al., 1984) revealed 
that the older the individual, the less likely they were to report that they had experienced a 
clinical anxiety disorder in their lifetime. This data would seem to suggest that the elderly 
are particularly unwilling to acknowledge psychological problems, and epidemiological data 
based on their self-reports may be suspect. 
Alcohol problems 
Based on the results of epidemiological research, there seems to be fairly conclusive 
evidence that the prevalence of alcohol abuse/dependence is lower in the elderly than the 
nonelderly adult population (Blazer, 1989). These studies indicate prevalence rates of 
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between 1% to 2.5% in the elderly as compared to 6% to 8% among nonelderly adults 
(Kramer et al., 1985; Myers et al., 1984). Several authors, however, have suggested that 
detection of alcohol problems in the elderly may be more difficult than with other segments 
of the population (Blake, 1990). Children and grandchildren may be particularly reluctant 
to acknowledge that their elderly parents or grandparents are in need of intervention for these 
problems (Maddox & Blazer, 1985). In addition, many of today's elderly were raised in an 
era that included a strong societal influence of temperance (Armor et al., 1977). This 
influence may result in the elderly being relatively less open in acknowledging their drinking 
and more covert in their drinking behavior than younger adults. These factors may again 
contribute to more detection difficulties with the elderly. 
As the present cohort of middle-aged adults grows older and becomes elderly, it is 
quite probable that we will see an accompanying increase in alcohol problems in the future 
elderly (Blazer, 1989). Although little longitudinal research has been done in this area, the 
relatively more permissive societal influences that today's middle aged cohort have 
experienced are likely to contribute to the endurance of drinking patterns that are now more 
problematic than with their senior cohorts. Not surprisingly, a study by Glatt (1978) found 
that the three factors most highly associated with late life drinking problems were a habitual 
drinking pattern prior to late life, environmental stressors, and personality characteristics. 
The elderly may present increased risks for alcohol related problems also. Older 
adults have decreased abilities to metabolize alcohol and their relatively greater reliance on 
various medications puts them at greater risk for accidents, side effects, and overt toxicity 
(Blazer, 1989; Wiberg et al., 1977). 
35 
Dementia 
Of all psychiatric diagnoses, dementia is most clearly and consistently positively 
correlated with age among adults (Blazer, 1989; Bliwise, McCall, & Swan, 1987; Feinson, 
1985; George, Blazer, & Winfield-Laird, 1987). A study by Kramer and associated revealed 
that while less than 1 % of adults between the ages of 18 and 64 suffer from severe cognitive 
impairment, this figure rises to 3% of those in the 65 to 75 age range, and to 9.3% of the 
over 75 group (Kramer et al., 1985). Although the rise in these percentages is dramatic, it 
should still be noted that even among all those 65 and over, the prevalency rate of dementia 
may still be below that of depressive and anxiety related disorders, depending on the criteria 
used by inclusion (Blazer, 1989). A recent metaanalysis of prevalency studies of cognitive 
impairment (Bliwise, McCall, & Swan, 1987) showed that estimates of severe cognitive 
impairment among all those 65 and older ranged from 1.3% to 6.5% with a median of 5.7%. 
Dementia is obviously a broad term that encompasses several potential conditions and 
causes. Several studies have shown that many patients thought to have irreversible dementias 
were found in later examination to have treatable conditions (Freeman & Rudd, 1982; 
Larson, Reifler, Featherstone, & English, 1984). Some estimates are that between 10 and 
30% of all patients evaluated for dementia were found to have other disorders, and that the 
most common cause of reversible dementia was medication side effects, especially when 
psychotropic medications have been involved (Bliwise, McCall, & Swan, 1987). Clinicians 
may also mistake depression for dementia in the elderly. The elderly may have a tendency 
to somaticize many of their psychological problems, including depression, and this can 
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contribute to a relative overdiagnosis of dementia and underdiagnosis of depression within 
this population (Beutler et al., 1987; Kaszniak & Allender, 1985; Rapp, Parisi, & Walsh, 
1988). 
Summary of Traditional Counseling Service Barriers 
As can be seen from the preceding sections, there are many characteristics of 
traditionally offered counseling services that may present barriers to utilization that are 
unique to the elderly. According to Knight (1986a), some of these characteristics relate 
primarily to the providers of these services, while others relate primarily to their elderly 
potential consumers. Rather than viewing these categories as distinct, it may be helpful to 
look at them as interactive in contributing to the elderly's relatively low pattern of counseling 
service utilization. 
Of the most salient of these characteristics previously mentioned, service accessibility 
was cited and involved the interaction of physical location of the service and physical 
mobility of the elderly clients. It also involved the availability of counselors, which was 
seen as being affected by the interaction of counselor training opportunities, counselors' 
efficacy expectations, and counselors' countertransference issues. 
Counseling service accessibility to the elderly has also been seen as related to 
financial considerations. These financial considerations involve an interaction of low service 
funding priorities on community, state, and federal levels, restricted Medicare and other 
insurance coverage for mental health services, and greater financial difficulties for the elderly 
in general. 
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The use of alternative services to counseling by the elderly for psychological 
problems is another barrier to utilization. This alternative service use may be explained at 
least in part by the interaction of counseling stigma, lack of desired service features, and lack 
of service awareness. 
Finally, lower counseling service need by the elderly may explain, in part, some of 
their lower utilization patterns. Need can be seen as an interaction of the actual 
psychological state of elderly individuals with the limitations inherent in our present system 
of assessing these. 
The elderly's relatively low pattern of counseling service utilization is one that has 
been researched and mentioned in the literature for almost 30 years. It is not surprising, 
then, that advocates for the elderly have grown impatient with our present system of mental 
health service provision and have suggested significant changes in this regard. One of the 
results of this movement has been the development of alternative counseling services geared 
specifically toward breaking down the barriers of utilization to the elderly associated with 
traditional services. Of these new, nontraditional counseling services, peer counseling seems 
to have gained more notoriety and attention than any other. There are dozens of articles that 
contain descriptions of these new programs on an individual level in various communities 
and settings across the country, although there is evidence that a growing association is 
developing between these types of services and community senior centers. Despite this 
increasing notoriety and prevalence of these programs, no research has yet been done on 
them on a large scale, national level. 
Let us now look at some of the characteristics associated with peer counseling 
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programs for the elderly, including senior center affiliation, and how these relate to some 
of the previously-described barriers to utilization for this population. 
Peer Counseling and Senior Centers 
The idea of using peers to provide counseling services is not new, nor is it unique 
to the elderly. Peer counseling has been tried previously in a variety of settings with a 
variety of populations. Peer counseling programs with the elderly have been in existence for 
over 20 years (Pressey & Pressey, 1972), and the promotion of these services have received 
support on a national level for over 10 years (White House Conference on Aging, 1981). 
Despite the growth in support and experience associated with these services, to date little 
research has been done on them (Gatz, Hileman, & Amaral, 1984). Part of the reason for 
this seems to be that there is great diversity in how and where these services are provided, 
and even in how peer counseling has been previously defined. 
Definition 
"Peer" can be defined on many levels. It may be meant to imply someone of the 
same age category, the same professional status, the same residential location, or several 
other possible similarities. When the term "peer counselor" is used in literature on the 
elderly, it often refers to someone over the age of 60, a volunteer with some training in 
counseling but who does not have a related degree or previous paid professional experience, 
or both. Unfortunately, the term peer is usually not defined to the reader of this literature. 
This problem in definition is important because some previous survey research has 
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utilized items which have not defined the term peer to respondents, and as a result, their 
findings may be somewhat ambiguous. Krout's (1985) previously cited research on senior 
centers, for example, suggested that one-fourth of all these facilities indicated that they 
offered "peer counseling", but whether they used volunteers, seniors or both as counselors 
was not clarified. This ambiguity has led to problems in determining some of the aspects 
of the present scope of peer counseling. 
Scope 
Although no literature has been found which provides factual evidence on the total 
number of peer counseling programs that may now exist in this country, several articles 
discuss the rapid proliferation of these services (Bratter & Freeman, 1990; Gatz, Hileman, 
& Amaral, 1984; Kirkpatrick & Patchner, 1987). This proliferation seems especially 
significant when one considers the fact that there has been little change in the utilization rate 
of traditional community mental health services by the elderly over the past 25 years (Butler 
& Sulliman, 1963; Flemming, Rickards, Santos, & West, 1986; Kramer, Taube, & Redick, 
1973; MacDonald, 1987). 
Previously-cited literature by Krout (1985; 1989) on senior centers suggests that not 
only have these facilities developed in number and clientele served, but they have also 
developed their counseling service programming in general and peer counseling services in 
particular. Grady (1990) cites several reasons why senior centers may be particularly well 
suited to serving the needs of the elderly, especially those relating to mental health. She 
states that there are several characteristics of senior centers which may help counselors be 
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particularly effective in serving elderly clients at these facilities. 
First, the elderly are very aware of the existence of senior centers as part of the 
community fabric. As stated previously, 73% of community elderly surveyed were aware 
of their community senior centers, while only 27% were aware of their community mental 
health services (Kushman & Freeman, 1986). Second, staff members have an opportunity 
to diffuse the negative impact of ageism through working with as well as for the elderly 
individual, thereby reducing the anxiety, vulnerability, and loss of control that they may feel 
when reaching out for help. This may be especially true for senior centers utilizing peer 
counseling programs, since these programs by nature put the elderly in important helping 
positions. Third, senior centers are seen as responsive to the needs of the community, and 
their counselors may be given more leeway in providing the kinds of services that seem most 
appropriate to these needs. This leeway may. include variations in format, frequency, 
duration, and location of counseling services. Responsiveness may also involve greater 
willingness to provide innovative types of services such as peer counseling. Finally, the total 
programming of many senior centers can serve as a tremendous resource for the counselor 
attempting to meet the total therapeutic needs of their elderly clients. The elderly may also 
enter and become familiar with these other senior center programs as a prelude to utilizing 
the center's counseling services. This foot in the door approach may also represent a less 
threatening form of service entry for the elderly. 
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Potential benefits 
The relative advantages of peer counseling programs over more traditional forms of 
counseling service provision have received much attention in the literature, usually taking 
the form of articles describing the successes of individual examples of their implementation. 
The most frequently mentioned advantages include those related to physical accessibility, 
counselor accessibility, cost, the benefits that counselors themselves gain from participation, 
and reduced stigma to elderly who consider the use of these services. 
Ironically, there seems to be little or nothing directly related to the use of elderly 
volunteers, as opposed to nonelderly professionals, that would account for these advantages. 
While it may be that peer counseling is more likely to be offered at facilities such as senior 
centers which may themselves have advantages in terms of cost and accessibility, this has 
little to do with the specific features of peer counseling in and of itself. As previously 
stated, there also seems to be some debate over the use of elderly volunteers versus 
nonelderly professionals relative to issues of preferences and stigma of elderly clients. 
Finally, although many articles have touted the benefits of elderly volunteers for their 
participation in peer counseling programs, no studies have been found which examine the 
potential benefits to nonelderly professionals for their work with elderly clients. 
In summary, the cited advantages of peer counseling programs with the elderly would 
seem to have questionable face validity, and in addition, little or no empirically supporting 
evidence to date as can be seen in the following section. With this perspective in mind, let 
us now look at some of the cited potential advantages of peer counseling programs to the 
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elderly versus those not employing a peer counseling format. 
Physical accessibility The association of peer counseling with senior centers has 
already been described (Krout, 1985; 1989). In addition to the central community location 
of these facilities, senior centers have been shown to be relatively likely to provide 
transportation to and from the center to clients. Krout's survey of 755 senior centers showed 
that approximately 83% reported offering some form of transportational services. 
Senior centers also frequently provide outreach programs in which staff provide 
services to clients in their homes. Krout's research (Krout, 1989) showed that over three-
fourths of senior centers surveyed indicated that they provided some type of these outreach 
services. Unfortunately, no data exists relative to how often these outreach programs involve 
counseling services, nor is it known if the centers providing transportation do so with 
counseling clients. 
A few peer counseling programs have reported offering services to clients in their 
homes (Ozawa & Morrow-Howell, 1988). In-home counseling services are also provided 
by nonelderly professionals, however, and it is unclear at this point what prevalency 
differences may exist between these types of service provision. 
Lastly, examples of peer counseling telephone services for the elderly have been 
reported in the literature (Losee, Auerbach, & Parham, 1988), but again, similar programs 
also exist which utilize nonelderly professionals. 
Counselor accessibility The elderly have been considered as prime candidates for 
volunteer services in the past because of their relative availability, both in terms of raw 
numbers and lack of other commitments and obligations (Salmon, 1985). This availability 
has been cited as a potential advantage over nonelderly professionals in the provision of 
counseling services (Waters, Reiters, White, & Dates, 1979). Although much has been 
written about the lack of training and interest of professional counselors in working with 
elderly clients (Kermis, 1986; Ray, McKinney, & Ford, 1987), no data has been found 
which examines the ease of recruitment and retention of elderly volunteer counselors. 
Bratter and Freeman (1990) state "Peer counseling programs tend to report low attrition rates 
for their counselors" (p. 50), but offer no supporting data. On the other hand, Salmon 
(1985) writes of the elderly volunteer, "Volunteer loss or turnover is a problem..." (p. 214). 
Senior centers may have some advantages in recruiting and retaining volunteer 
counselors since their recruit many volunteers to assist in the provision of their various 
programs. Krout (1989) found that of the 755 senior centers he surveyed, the mean number 
of paid staff was 3.0 for full-time and 4.2 for part-time. This contrasted with a mean 
number of volunteer staff of 2.6 full-time and 40.7 part-time. 
Some authors (Pressey & Pressey, 1972) long ago advocated the use of retired 
professional counselors in the administration and provision of counseling services with the 
elderly. Unfortunately, if the lack of more recent literature in this area is any indication, 
it appears that little has been done with this idea since. 
Cost The term "volunteer" itself suggests that the cost of providing counselors of 
this type should be less than that of providing professional counselors. As most providers 
of community counseling services are aware, however, the cost of the counselor is usually 
a small part of the total cost of counseling service provision. While Waters and associates 
(1979) have suggested that paraprofessionals are less expensive than professionals, there are 
also expenses in utilizing paraprofessionals that may be unique. The potential costs of 
training, for instance, have been addressed but not evaluated in previous research. Blanton 
and Alley (1981) have suggested that despite the fact that reduced cost is often a justification 
for the development of paraprofessional programs, there has been a pervasive lack of 
attention to the actual evaluation of cost issues. 
Just as the costs of programs involving volunteer or professional counselors have not 
been formally compared, the costs of these services to clients have also gone uninvestigated. 
The costs of counseling services to providers may not always be reflected in charges to 
clients. 
Facilities such as senior centers seldom require client reimbursement for most 
services. Krout's (1989) senior center survey showed that on average, 29% of their overall 
funding came from federal sources, 25% from city sources, 14% from fund raising activities, 
12% from state sources, 9% from county sources, and the remaining 11% came from a 
variety of miscellaneous sources. Thus, the savings to clients of peer counseling, if any, 
may have as much to do with the association of these services with nonprofit facilities that 
have an ability to draw on alternative revenue sources than with the actual cost savings 
associated with the provision of these services. On the other hand, the median annual 
operating budget of these surveyed senior centers was slightly less than $57,000, and it may 
be difficult for these facilities to initiate and maintain any service which is costly to provide. 
This may lend more support to the idea that peer counseling services are cost effective. 
Counselor benefits Of all the potential advantages of peer counseling programs 
cited in the literature, the benefits that volunteer counselors receive are the most often 
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mentioned. These benefits are often assumed or acknowledged rather than being formally 
measured, however (Gatz, Hileman, & Amaral, 1984). Five studies (Byrd, 1984; Freeman 
et al., 1986; Gallagher, 1985; Gatz et al., 1982; Petty & Cusack, 1989) were found which 
reported on this topic through the use of outcome measures. Each of these studies concluded 
that overall, volunteer counselors had a higher self-reported level of well being after their 
counseling involvement than prior to it. Bratter and Freeman (1990) have suggested that 
these results are the result of giving these elderly volunteers the opportunity to feel active, 
valuable, competent, and socially connected in their roles as peer counselors. 
Although the involvement of volunteer elderly in counseling can potentially be 
beneficial, it would also seem that it has the potential to be harmful. Counselors may run 
the risk of becoming over-involved with suicidal or terminally ill clients, for instance, which 
may have a detrimental effect on their own psychological well being. Although no such data 
has been collected on this issue, volunteers would seem to run at least as great a risk for 
these problems as professionals, who have been known to suffer such effects. 
As stated previously, no data has been found on the potential benefits that nonpeer 
counselors may receive in working with the elderly. Although issues such as 
countertransference may create some reluctance in nonelderly professionals' willingness to 
counsel the elderly (Genevay & Katz, 1990), these same issues would seem to confront the 
elderly volunteer as well. It is also possible that dealing with one's own aging and mortality 
issues may be just as therapeutic to the nonpeer counselor as it is to the elderly volunteer. 
Stigma Waters, Reiters, White, and Dates (1979) have suggested that older 
individuals may be less threatening and easier to talk to for the elderly. Thompson and 
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Scott's (1991) study of the preferences of counseling by community elderly lends some 
support for this. Other research, however, has been less conclusive (Donnan & Mitchell, 
1979; Lasky & Salomone, 1977; Robiner & Storandt, 1984). No comparative data exists 
on the actual feelings of stigma that may be associated with peer counseling services versus 
more traditional services. 
When counseling services are offered at facilities such as senior centers, virtually all 
of the clients are elderly. This in itself may also contribute significantly to the reduction of 
stigma typically associated with counseling service utilization by the elderly. 
Potential limitations 
Very few articles exist which suggest potential problems in the use of peer counseling 
services with the elderly. A review of the literature failed to uncover even one example of 
a failed peer counseling program regardless of the reason. One article (Gatz, Hileman, & 
Amaral, 1984) cites two main areas of potential problems for peer counseling programs. 
These are first, concerns related to counseling efficacy, and second, concerns related to the 
appropriateness of the use of peer counseling services. 
Efficacv The biggest concern relative to the efficacy of peer counseling services 
with the elderly is the lack of documented outcome evaluations. Although more traditional 
counseling programs also seldom evaluate the quality of their services in empirically 
meaningful ways, the use of volunteers in peer counseling programs would seem to suggest 
a relatively greater need for these evaluations. As Gatz, Hileman, and Amaral (1984) point 
out, the training methods, quality, duration, and ongoing supervision offered to volunteer 
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counselors vary greatly from program to program, as do the screening criteria used for 
selecting or eliminating initial volunteers. Although some authors (David & Ehrenpreis, 
1981; Hoffman, 1983) have offered guidelines for the selection, training and duties of peer 
counselors, to what extent these guidelines are followed is not known. 
Only one study has been found which actually measured elderly client change 
associated with the use of peer counseling services. Nagel, Cimbolic, and Newlin (1988) 
found that moderately depressed nursing home residents' involvement with either elderly or 
adolescent volunteer counselors was significantly correlated with decreases in depression 
ratings as measured by the Zung Self-Rating Depression Scale. No significant differences 
were found between the adolescent and elderly counseling outcomes. Other studies 
(Thompson, Gallagher, Nies, & Epstein, 1983; Durlak, 1979) have shown that volunteers 
may be just as effective as professionals in counseling outcomes with other populations, but 
these studies did not include either elderly volunteers or elderly clients. 
Attempts to measure the effectiveness of peer counseling training for elderly 
volunteers has occasionally been attempted (Losee, Auerbach, & Parham, 1988; Petty & 
Cusack, 1989). The results of these studies generally support the conclusion that increases 
in helping skills of various types are correlated with the involvement of elderly volunteers 
in counselor training programs. None of these outcome studies on client or counselor change 
involved the use of control groups, however. 
Appropriateness According to David and Ehrenpreis (1981), there has been little 
attempt to define conditions appropriate to the use of peer counseling services with the 
elderly. Some authors (Gotbaum & Barr, 1977; Sainer, 1977) have in the past urged that 
48 
these peer counselors be used as supplemental rather than as a substitute for services 
provided by professional counselors. 
Programs utilizing elderly peer counselors vary a great deal in their flexibility about 
worker roles and levels of involvement (Gatz, Hileman, & Amaral, 1984). Virtually nothing 
is known about the kinds of issues that peer counselors typically work with, nor about their 
referral patterns with clients that they are not well suited to work with. 
Peer counseling programs utilizing senior aged counselors may also encounter stigma 
from a counselor perspective. Some authors have suggested that the elderly are reluctant to 
acknowledge in others conditions or issues which they themselves are uncomfortable in 
considering. It may be that these feelings result in greater difficulty for elderly counselors 
to work appropriately with clients having problems that the counselors might prefer to avoid 
getting in touch with. 
Appropriateness of peer counseling is particularly difficult to assess since it is a 
function of the competency of the peer counseling program and counselor, and the 
psychological status and characteristics of the client. Neither of these may be well known 
at the time of the counseling initiation. Given the great variations that may exist relative to 
these peer counseling competencies and client characteristics, more data needs to be gathered 
on how effectively and appropriately matches are occurring. 
Summary and Purpose of the Present Study 
Several factors have been advanced in attempts to explain the consistently low relative 
utilization rates of community mental health services by the elderly. These factors include 
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reduced physical accessibility to services, lack of counselor availability, financial 
considerations, the use of alternative resources, stigma associated with the use of these 
services, service need, and service preferences. These factors have been conceptualized as 
interactive in nature, and this may be one of the reasons that the elderly's relative 
underutilization of counseling services has been so enduring. 
Partially in response to the apparent failure of traditional types of counseling services 
to solicit the involvement of community elderly, the development of alternative services has 
become more common. Peer counseling programs, involving the use of elderly volunteers, 
have apparently significantly proliferated in recent years, as have counseling services offered 
in alternative settings, especially senior centers. Both of these variations of traditional 
counseling service provisions seem to offer potential advantages of utilization by the elderly. 
Unfortunately, virtually no data exist relative to the characteristics of these alternative forms 
of counseling, although many articles have reported the success of individual programs of 
these types. 
The present study attempts to gain information on the nature of senior center 
counseling services presently offered, as well as those being considered by these centers for 
future implementation. This information concerns the characteristics of these services that 
may relate to the previously-discussed factors associated with the low rate of utilization by 
the elderly, as well as to factors associated with the evaluation of efficacy, potential benefits, 
and appropriateness of these services. 
An attempt has also been made in this study to more closely examine senior center 
counseling programs that have been discontinued. In finding out more about the reasons for 
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the discontinuation of these services, and more about the characteristics associated with them, 
new information may be gained that will aid and enhance present and future senior center 
counseling programs. 
In addition to the general goal of gathering more information relative to senior center 
counseling service provision, this study will also attempt to determine what benefits and 
limitations, if any, are unique to counseling services which utilize a peer counselor format. 
Responses of senior centers utilizing this format will be compared to those using other 
counseling formats concerning issues of service costs, accessibility, client and counselor 
benefits, service appropriateness, variety in service format, frequency and duration, service 
evaluation and documentation, and counselor recruitment, retention and training. In this 
way, the general setting characteristics of counseling service provision are held relatively 
constant and greater insight can be gained as to what advantages, if any, are unique to the 
utilization of a peer counseling format. 
51 
METHODS 
Subject and Data Solicitation 
Subjects 
Subjects for this study were 455 senior center directors and staff familiar with 
counseling services offered or potentially offered at their facilities. These senior centers 
were members of the National Institute of Senior Centers (NISC), an affiliate of the National 
Council On the Aging (NCOA). The NCOA maintains a mailing list of about 1700 members 
currently belonging to the NISC. The NCOA reviewed the present research, approved it and 
provided the NISC mailing list for subject recruitment. A copy of the letter approving and 
supporting this research, as well as authorizing the release of the NISC mailing list can be 
found in Appendix A. 
Although the total number of members contained on the NISC mailing list totals 
approximately 1700, many of these members are not senior centers, but rather individuals 
or other organizations which have some affiliation or interest in senior centers. In fact, only 
about one-fourth of the total mailing list were identified as senior centers, and it was for this 
reason that a larger proportion of the total mailing list members were not surveyed. Thus, 
only the 455 NISC members on the mailing list containing "senior center" in their address 
were surveyed. This group of 455 centers represented the initial survey sample. 
The geographic representation of the sample was quite broad. Every state and the 
District of Columbia was represented, with the exception of Idaho, which had no NISC 
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members. 
To facilitate participation in the present study, the chairman of the NISC research 
committee described the study to state NISC representatives attending the NCOA annual 
national conference in May, 1991, and urged participation in it about two months prior to 
questionnaire distribution by mail. At this conference, copies of the survey were distributed 
to state representatives for the purpose of soliciting their suggestions for modification. No 
such changes were suggested, but instead, 23 completed surveys were later returned by mail 
to the investigators from the state representatives. Since these returns were unsolicited and 
unexpected, no anonymous, return envelopes were provided to these respondents. All of 
these responses identified their senior centers through the use of return addresses. The 
identifying information associated with the 23 unsolicited responses received was not used 
in any manner other than to eliminate these members from future survey solicitation so that 
duplicate responses would be generated. The identifying information was not paired with 
subjects' specific responses, and in this way the anonymity and confidentiality of results was 
maintained. 
Surveys were mailed to the 432 remaining sample members who had not already 
completed and returned one from the NISC national conference. The Chair of NISC 
provided a letter supporting the research that was printed on NCOA letterhead and included 
in the mailing sent to each subject. A copy of this letter appears in Appendix B. 
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Information to subjects 
In addition to receiving the endorsement letter provided by NISC, subjects were 
informed of the nature and purpose of this research through a cover letter (Appendix C). 
This letter assured subjects of the anonymity and confidentiality of their responses, and stated 
that the research had been approved by the NCOA, as well as by Iowa State University's 
Human Subjects in Research Committee. Finally, the cover letter informed respondents that 
it would take approximately 30 minutes to complete the questionnaire (see Appendices D, 
E, and F), and provided directions pertinent to return of completed surveys. A self-
addressed, postage-paid envelope was provided for each center. 
Instruments 
Each subject was sent a total of three survey instruments. These were: a white-
colored, one-page, 12 item Demographic Information form (Appendix D); a green-colored, 
two-page, 5 item Attitude Inventory (Appendix E); and a white-colored, four-page, 28 item 
Counseling Questionnaire (Appendix F). All senior center director respondents were asked 
to complete the Demographic Information form (Appendix D, Form A). At the end of this 
form, a statement directed those respondents whose senior centers did not offer any 
counseling services to complete the green Attitude Inventory (Appendix E, Form B), while 
those respondents whose centers did offer counseling services were directed to complete, or 
have a staff member familiar with these counseling services complete the white Counseling 
Questionnaire (Appendix F, Form C). 
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The Counseling Questionnaire (Appendix F) was designed to be completed by senior 
center staff who were familiar with the counseling services presently offered at their centers. 
It was also designed to be an appropriate survey instrument for senior centers that offered 
either peer or nonpeer counseling services. This form had been pilot tested and refined with 
the help of the local Heartland Senior Center Counseling Training Director prior to its use 
in the present study. 
The Demographic Information form (Appendix D), the Attitude Inventory (Appendix 
E) and the Counseling Questionnaire (Appendix F) were designed to address the basic 
questions posed by the present study. 
Questions Posed 
Many of the questions posed by this study are exploratory in nature. A major focus 
of the study was to gain descriptive information about the nature and characteristics of senior 
centers and their counseling services. Basic questions related to this descriptive information 
were as follows: 
• What are the characteristics of centers offering counseling? 
• How are these services provided? 
• What types of clients are using them? 
• How well are they working? 
One general theme and question centered on how a center's demographic characteristics 
related to if and how it offered counseling services. 
In addition to posing general informational questions about senior centers and their 
55 
counseling services, the present study also was concerned with comparative questions of 
three basic types: 
How do centers offering counseling services differ from those that do not? 
How did senior center counseling programs that have been discontinued differ 
from those that are still in operation? 
What effect does the use or nonuse of peer counselors have on a center's 
counseling service provision and utilization? 
A final general area of inquiry posed by this study concerned the potential for new 
counseling service development by senior centers not currently offering them. There were 
two main questions in this regard: 
What are the barriers to developing counseling services? 
What important characteristics should these new services have? 
Design 
Study foci 
The major focus of this study was to gain information that would assist those trying 
to design and implement successful counseling service programs for the elderly. Since senior 
centers are already a major provider of these services to the aged and are likely to be even 
more so in the future, gathering baseline data on the present success of these programs 
would serve as a starting point in this endeavor. 
Program success Success of a service can be defined in a variety of ways, and the 
present study has chosen to use the criteria most often mentioned in the literature as 
particularly problematic relative to the elderly's participation in counseling. These include 
variables related to the general categories of cost, utilization and efficacy, variables and 
dimensions that will be explained in more detail in the following section. In a more general 
sense, success can also be defined in terms of whether or not centers discontinue their 
counseling services. 
Finding out how well senior centers' counseling programs meet the criteria of 
successful services is valuable in terms of comparing these centers' performance to more 
traditional forms of community counseling services. The variety of ways that senior centers 
offer their services provides a potentially informative way of discerning what specific factors 
contribute to the relative success or lack of success of these programs. 
Barriers to program implementation Another focus of this study was to determine 
the potential barriers to successful implementation of senior center counseling services. This 
information was gathered from centers that had not yet attempted to offer counseling, as well 
as from centers having discontinued these services. Both of these groups of centers also 
provided information concerning what characteristics of counseling programs were most 
important. Obtaining this data from these two different group sources provides a way of 
comparing perspectives of experienced and inexperienced sources on counseling service 
implementation. 
Use of peer counselors Probably the most frequently discussed difference in how 
senior centers offer their counseling services, versus other community providers, is in the 
use of peer counselors. Peer counseling has received generally favorable reviews in the 
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geriatric literature, but no study to date has attempted to empirically assess its relative 
advantages over nonpeer programs. In addition, the term "peer" has not been differentiated 
in terms of the relative contributions of senior age versus volunteer status. This study's 
survey sample presents a unique opportunity to make comparisons of cost, utilization and 
efficacy according to age and professional status of counselor due to its variation in 
counselor characteristics. 
Based on the information presented in the Introduction section, it is this author's 
hypothesis that any advantages in success criteria that senior center counseling programs 
have over other community services are not due to the use of peer counselors, but rather to 
other characteristics of the senior centers. In fact, due to the potential disadvantages of peer 
counseling discussed earlier, it is predicted that senior centers using this format will rate less 
favorably on criteria of cost, utilization and efficacy than centers using nonpeer counseling. 
The specific variables addressed in this study that are indices of cost, utilization and efficacy 
criteria will now be discussed. 
Variables 
Demographic Information form The Demographic Information form (Appendix 
D) contained a total of 12 items. These items were designed to gather information on 
several variables relevant to respondents' senior centers, including duration of operation, 
geographic (state) location, size of community and city served by the center, and number of 
paid staff and volunteers working at the center. Additional questions addressed 
characteristics of the clients using the respondents' centers, including percentages of females 
and minorities, average age, number referred in the past year by center staff to outside 
counseling services, and total number served monthly by the center. 
Two final questions addressed senior center director respondents' perceptions of how 
well other counseling services in their communities were meeting the needs of the local 
elderly, and how much counseling services were needed at their own senior centers. These 
last two questions involved the use of 5-point, Likert type scales, while the other 10 items 
on this form involved blanks to be completed, or checklists. 
Attitude Inventory As stated previously, the Attitude Inventory (Appendix E) was 
designed to be completed by directors of senior centers that offered no counseling services. 
This form contained a total of five questions. The first item addressed whether previous 
counseling services were offered at the center, and if so, the reasons leading to their 
discontinuation and whether these services involved the use of volunteer counselors. 
Subsequent Attitude Inventory questions involved the use of 5-point, Likert type rating 
scales. 
Questions 2 and 4 addressed issues pertinent to future plans for counseling services. 
Question 2 assessed the likelihood that senior centers not now offering counseling services 
would do so in the future, while Question 4 assessed how important this potential future 
counseling would be to senior center director respondents. Question 3 addressed the 
potential barriers to these centers in initiating counseling services, including funding, 
counselor utilization, recruitment and training, and client referrals as variables. Question 
5 requested information on how important various counseling service characteristics would 
be to respondents who would consider initiating these services at their own senior centers. 
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This item contained 12 variables including client accessibility, low cost to center and client, 
effectiveness evaluation, appropriateness, format variety, service flexibility, written 
documentation, senior, professional and volunteer counselor characteristics, and counselor 
benefit. 
Counseling Questionnaire The Counseling Questionnaire (Appendix F) consisted 
on 28 total questions composed of a mixture of 5-point Likert type scales, completion and 
checklist items. As with the Attitude Inventory (Appendix E), this form also assessed many 
of the previously noted variables such as barriers to the utilization of counseling services by 
the elderly, as well as those variables related to the success of these services. These 
categories of variables included counselor characteristics, service accessibility, cost, efficacy 
and utilization. In contrast to the Attitude Inventory, the Counseling Questionnaire was 
designed to assess respondents' impressions and experiences in the provision of counseling 
services. 
Counselor characteristic variables included minority group membership, gender, age, 
education and professional status, supervision and training, and ease of counselor recruitment 
and retainment. Service accessibility variables included counseling service delivery methods 
(at center, in-home, by phone, other location), whether transportation was provided for 
senior center counseling clients, as well as service format (support group, therapy group, 
individual counseling, family counseling). Counseling service cost was assessed in terms of 
both cost to clients and to centers. 
Counseling efficacy variables included benefits to clients as well as counselors, 
appropriateness of clients* presenting issues or conditions (loss issues, depression, anxiety, 
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dementia and alcohol abuse) for senior center counseling interventions, the use of written 
counseling documentation (client demographics, social histories, treatment plans and progress 
notes), and the use or nonuse of an effectiveness evaluation. Counseling utilization variables 
included client characteristics (age, gender and minority group membership), referral sources 
(client-self, family, other agencies, and physicians), frequency of clients' presenting issues 
or conditions (loss issues, depression, anxiety, dementia and alcohol abuse), counselor and 
center client caseload, and service utilization as well as satisfaction. 
The design of the Counseling Questionnaire (Appendix F) allowed comparisons 
between the service characteristics associated with centers either using or not using a peer 
counseling format. An important aspect of this was the absence of the term "peer". In 
contrast to other previous research on senior centers that had not defined this term for 
respondents, the Counseling Questionnaire contained items that requested information on 
respective percentages of centers' counselors over the age of 60, and those who were 
volunteers. In this way, a more specific description of the characteristics of senior center 
peer counseling was gained. 
Statistical Analyses 
Descriptive information 
Due to the exploratory nature of this study and the lack of previous information 
regarding senior center counseling or peer counseling programs, many of the survey 
demographic items were summarized by descriptive statistics, such as frequencies, means and 
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standard deviations. 
In addition to the descriptive statistics characterizing demographic variables, Pearson 
and point biserial correlations were also used to determine how these variables were 
associated with centers' provision of counseling services, whether or not these services had 
been discontinued, and centers' use of senior or volunteers as counselors. Appendix G 
shows the intercorrelation matrix for the variables contained in the Demographic Information 
Form, while Appendix H shows the intercorrelation matrix for the Attitude Inventory 
variables. Appendix I presents the correlation matrix for the Demographic Information Form 
variables with the Attitude Inventory variables. Because of the large number of 
questionnaire variables and subsequent statistical analyses conducted in this study, the 
possibility of a Type I error must be considered. This is especially true in regard to the 
numerous correlational results. An effort to exercise caution with these results has been 
made in couching these results as exploratory findings, and also to limit correlation analyses 
primarily to demographic variables and the general service characteristics of senior centers. 
Ratings of counseling obstacles, counseling service characteristic importance, 
appropriateness and frequency of clients presenting issues and conditions, and frequency of 
referral sources were assessed via Likert type rating scales. These items were analyzed 
using repeated, one-way analyses of variance and Tukey's Studentized Range (HSD) Tests 
via the Statistical Analysis System General Linear Model Program, to ascertain if there were 
significant differences between mean ratings of item variables. These repeated ANOVA 
comparisons must be considered with some caution since they contain a much larger degree 
of freedom, and this may magnify relatively small differences between mean values. 
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Comparative analyses 
Three main comparative analyses were accomplished in this study. The first assessed 
how centers not offering counseling differed from those offering these services. The second 
focused on what characteristics differentiated centers that had discontinued their counseling 
programs from those that had not. The last comparison involved a contrast of the degree of 
success in counseling provision achieved by centers using senior aged or volunteer counselors 
versus centers not using counselors with these characteristics. 
Counseling/non-counseling characteristics As predicted from previous senior center 
research, the number of centers offering versus not offering counseling services in the total 
survey sample was relatively even. The ensuing comparative analyses involved pooled 
variance i-test comparisons with fairly large subsample sizes for most variables. The 
variables of primary interest in terms of how centers that offered counseling differed from 
those that did not were population size of city and community served by centers, rated 
necessity of counseling services at the center, number of participants served, and the number 
of participants referred to other community counseling programs. 
Discontinued counseling programs Centers that never offered counseling were 
differentiated from those that had discontinued these services based on responses to the 
Attitude Inventory (Appendix E). Ratings of counseling obstacles, importance of counseling 
characteristics, and likelihood and importance of future counseling services were compared 
using pooled variance 1-tests for these two groups of senior centers without counseling 
services. 
A Chi^square analysis was also conducted to determine whether frequency of use of 
volunteer counselors was associated with discontinuation or continuation of counseling 
services. 
Peer characteristics The two aspects of peer counseling of interest in this study 
were the use of senior aged or volunteer counselors by a center. These peer characteristics 
created four discrete counselor cells: both seniors and volunteers, neither seniors nor 
volunteers, seniors but no volunteers, and volunteers but no seniors. These four 
combinations of peer characteristics yielded somewhat unequal sample sizes. Thus, a general 
linear model of a one-way analysis of variance conducted via Statistical Analysis System 
program was used to determine the effect of peer characteristics on many of the variables 
related to counselor characteristics, service accessibility, cost, utilization and efficacy. 
The rationale for delineating these four groups for purposes of comparison was based 
on previous research (Krout, 1989) that suggested that about 50% of senior centers offering 
counseling services used peer counselors. These peer counseling programs often used 
professional counselors as trainers and supervisors, and thus, were not usually made up of 
100% peer counselors. In addition, centers using seniors as peer counselors often use 
nonsenior training and supervisory personnel. For these reasons, a distinction was drawn 
between centers using no seniors and some seniors as counselors, as well as centers using 
some volunteers and no volunteers as counselors, since the potential of having centers using 
no professionals or no nonseniors seemed remote. Finally, previous research (Bratter & 
Freeman, 1990) also suggested that peer programs tend to use both seniors and volunteers 
as counselors, whereas centers not offering peer programs tend to contract counseling 
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services from professional agencies, and use nonsenior professional counselors. As a result, 
the four groups that seemed most appropriate for comparison purposes in this study were 
centers using no seniors and no volunteers, both seniors and volunteers, some seniors but 
no volunteers, and some volunteers but no seniors as counselors. 
A Chi-square analysis was used to determine the association between age and 
volunteer status of counselors used by centers and nominal variable characteristics of senior 
center counseling services. These variables included service format and delivery methods, 
counselor supervision, client transportation, cost to clients, written documentation and 
effectiveness evaluation. 
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RESULTS 
The following results are presented in three main sections that correspond to the three 
survey instruments used in this study. The first of these sections contains descriptive 
information gained from the Demographic Information form (Appendix D). The second 
section contains both descriptive and comparative information about centers not offering 
counseling services based on their responses to the Attitude Inventory (Appendix E). The 
comparative information in this section comes from response differences between centers that 
had discontinued previous counseling services and those with no prior counseling service 
experience. The third section contains descriptive and comparative information about 
counseling services presently offered by senior centers based on their responses to the 
Counseling Questionnaire (Appendix F). In this section, results analyzed according to the 
use or nonuse of counselors with peer characteristics are compared. 
To facilitate a general understanding of the comparative differences of responses to 
the three sections of the questionnaire, means and standard deviations to questionnaire items 
by groups are shown in Appendices J, K. and L. Appendix J shows these results for centers 
offering and not offering counseling to the Demographic Information form. Appendix K 
shows response results of centers never offering counseling and centers having discontinued 
previously offered counseling services to the Attitude Inventory. Finally, Appendix L shows 
response results of centers offering peer counseling services (some seniors and some 
volunteers) and centers not offering peer counseling (no seniors and no volunteers) to the 
Counseling Questionnaire. 
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Demographic Information 
Response rate 
As previously stated, 23 completed surveys were returned from the NCOA national 
conference prior to the national mailing in July of 1991. These subjects were then 
eliminated from the total list of 455 original sample members, leaving a total of 432 
questionnaires that were mailed to potential senior center director respondents. Of these 432 
questionnaires, 205 (47.5%) were completed, returned and used in the final results. 
Together with the 23 surveys obtained from the national conference, a total of 228 of a 
possible sample of 455 respondents (50.1 %) provided data used in the study. 
Only three respondents mailed back materials which were not able to be used. In two 
of these cases, blank forms were returned with a written explanation indicating that the 
senior center was no longer in operation. In the remaining case, only part of the 
Demographic Information form was completed, and neither the Attitude Inventory nor the 
Counseling Questionnaire had been completed. 
Overall, a relatively high percentage of appropriate items were completed by all 
respondents. On average, only 3.8% of all Demographic Form items, 4.3% of Attitude 
Inventory items, and 7.5 % of Counseling Questionnaire items were left blank. None of the 
228 respondents omitted more than 20% of the appropriate items. 
Every state and the District of Columbia was represented in the original survey 
sample of 455 senior centers, with the exception of Idaho which had no members listed on 
the NISC membership list. The study's 228 survey respondents represent a total of 40 
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different states. Not represented by any respondents in addition to Idaho were Alabama, 
Arkansas, Hawaii, Louisiana, Maine, Mississippi, Montana, New Mexico, South Carolina, 
and the District of Columbia. Table 1 presents a description of respondents by geographic 
regions and states. The relatively high percentage of centers from the eastern regions of the 
country is reflective of NISC senior center membership distribution. Whether this pattern 
is also indicative of the distribution of all senior centers, regardless of NISC affiliation, is 
unknown. 
All of the 228 respondents completed the Demographic Information form. Of these, 
102 (44.7%) indicated that their senior center was offering counseling services at the time 
and also completed the Counseling Questionnaire. The remaining 126 respondents (55.3%) 
indicated that their center did not offer counseling services by instead completing the Attitude 
Inventory. Thus, as predicted, the proportion of centers offering and not offering counseling 
services was relatively even. 
Respondent characteristics 
Of the variables addressed on the Demographic Information form, most showed no 
significant differences between centers offering versus not offering counseling services based 
on t-test comparison resultsas depicted in Appendix J. These variables include length of 
center operation, the size of community and city populations served by the center, the 
number of paid and volunteer center staff, the percent of minority and female individuals 
served by the center and the average age of all center participants. Descriptive data pertinent 
to those variables are presented as follows. 
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Table 1. Geographic region and state locations of centers presented by counseling 
service availability 
Offering Not Offering 
Region State Counseling Counseling Total 
New England 11 16 27 
Connecticut 8 8 16 
Maine 0 0 0 
Massachusetts 12 3 
New Hampshire 0 1 1 
Rhode Island 2 3 5 
Vermont 0 2 2 
Mid Atlantic 
New Jersey 
New York 
Pennsylvania 
East North Central 
Illinois 
Indiana 
Michigan 
Ohio 
Wisconsin 
West North Central 
Iowa 
Kansas 
Minnesota 
Missouri 
Nebraska 
North Dakota 
South Dakota 
16 15 31 
5 2 7 
6 6 12 
5 7 12 
18 20 38 
6 3 9 
0 2 2 
3 5 8 
5 6 11 
4 4 8 
10 27 37 
2 2 4 
1 1 2 
3 11 14 
0 2 2 
4 8 12 
0 1 I 
0 2 2 
Pacific 15 16 31 
Alaska 0 2 2 
California 11 6 17 
Hawaii 0 0 0 
Oregon 2 2 4 
Washington 2 6 8 
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Table 1 (continued) 
Offering Not Offering 
Region State Counseling Counseling Total 
South Atlantic 17 18 35 
Delaware 7 5 12 
Dist. of Columbia 0 0 0 
Florida 2 2 4 
Georgia 1 1 2 
Maryland 2 3 5 
North Carolina 1 3 4 
South Carolina 0 0 0 
Virginia 4 3 7 
West Virginia 0 1 1 
South Central 4 8 12 
Alabama 0 0 0 
Kentucky 1 1 2 
Mississippi 0 0 0 
Tennessee 1 0 1 
Arkansas 0 0 0 
Louisiana 0 0 0 
Oklahoma 0 1 1 
Texas 2 6 8 
Mountain 6 8 14 
Arizona 0 1 1 
Colorado 5 4 9 
Idaho 0 0 0 
Montana 0 0 0 
Nevada 0 1 1 
New Mexico 0 0 0 
Utah 0 2 2 
Wyoming 1 0 1 
TOTALS: 97 128 225 
Length of center operation The average length of time that the 228 responding 
senior centers reported having been in operation at the time of the survey was almost exactly 
16 years (H = 225, M = 15.99, §D = 9.91). This finding is consistent with the historical 
origin of many of these centers, as many were created in the early 1970's with the aid of 
federal legislation that promoted these types of facilities by providing funding for them. 
However, there was a wide range of one to seventy in number of years centers had been in 
existence. 
A positive, significant correlation was found to exist between a center's length of 
existence and the size of both the community served by it (r = .18, p < .01) and the city 
or town in which it is located (r = .18, g < .01). In addition, the longer a center has been 
in operation, the greater its number of paid staff (r = .16, g < .05). 
Populations served As can be seen from Table 2, a broad distribution of 
community and city population sizes are represented by centers responding to the survey 
instrument. The frequency of centers is fairly evenly distributed among the population size 
categories, although somewhat lower for the smallest of these (communities of less than 
1,000 and cities of less than 2,500). The modal population size category of the respondent 
centers was from 10,001 to 25,000 for both community and city served. 
Paid center staff While typically providing a number of services to many elderly 
individuals, senior centers employ relatively few staff. This study's center director 
respondents indicated that their centers averaged slightly over 10 paid positions (N = 226, 
M = 10.25, SD = 13.08). Some directors reported having only a single paid individual at 
the center, while at the top end of the staff range was a center with 104 paid staff. 
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Table 2. Frequency distributions of community and city population size categories 
served by senior center respondents 
Cumulative 
Population Frequency Percent Percent 
Community 
< 1,000 6 3.0 3.0 
1,001 - 2,500 9 4.4 7.4 
2,501 - 5,000 15 7.4 14.8 
5,001 - 10,000 26 12.8 27.6 
10,001 - 25,000 45 22.2 49.8 
25,001 - 50,000 42 20.7 70.4 
50,001 - 100,000 29 14.3 84.7 
> 100,000 31 15.3 100.0 
Total 203 100 
City 
< 2,500 7 3.1 3.1 
2,501 - 5,000 18 8.1 11.2 
5,001 - 10,000 22 9.9 21.1 
10,001 - 25,000 48 21.5 42.6 
25,001 - 50,000 42 18.8 61.4 
50,001 - 100,000 35 15.7 77.1 
100,001 - 500,000 31 13.9 91.0 
> 500,000 20 9.0 100.0 
Total 223 100 
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In addition to being associated with being in existence longer, centers with relatively 
larger numbers of paid staff are more often found to represent communities (r = .18, p < 
.01) and cities (r = .23, g < .001) with relatively larger populations. Not surprisingly, 
these centers also tend to utilize relatively more volunteers (r = .23, p < .001) and to serve 
more total individuals per month (r = .30, g < .0001). 
Center volunteers Senior centers rely heavily on volunteers for the partial or 
complete provision of many.of their services. In addition, they promote volunteerism as a 
beneficial activity to their elderly participants. This view seems well reflected in the present 
data. Respondents indicated that they have an average of 122 volunteers performing duties 
at each senior center (H = 225, M = 122.0, SD = 122.71). The heavy utilization of 
volunteers is not universal, however, as some center directors reported having none. The 
greatest number of volunteers reported at a single center was 900. 
In addition to being positively associated with the number of paid staff at a center, 
the number of center volunteers is also positively correlated with the total number of clients 
served monthly (r = ,20, p < .005), and the size of community (r — .21, g < ,005) and 
city (r = .19, E < .005) served. 
Interestingly, unlike the use of paid staff, the use of volunteers was positively and 
significantly associated with the number of participants referred to counseling services other 
than those provided by the center itself (r = .21, g < .005). This finding characterized 
both the centers offering and not offering their own counseling services, and suggests the 
possibility that center volunteers may be more willing to make outside counseling referrals 
than are the center's professional staff. 
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Another somewhat interesting finding was that the greater the number of volunteers 
at a center, the lower the percentage of females among all center participants (r = .22, g < 
.001). Since volunteers usually come from the total pool of center participants, one possible 
explanation could be that females are relatively less willing than males to become volunteers 
at senior centers. 
Female participants Since the percentage of female senior citizens in this country 
exceeds that of males, it is not surprising that this situation might be reflected in senior 
center participation. Center director respondents indicated that on average almost 11% of 
all their participants were females (N = 226, M = 71.73%, §D = 11.11%). The range of 
responses across all subjects was from 6% to 98%, and a more detailed analysis of the 
gender of centers' participants is contained in Table 3. 
Minority participants The overall percentage of senior center participants that were 
minority members as reported in this survey averaged slightly more than 11% (N = 225, 
M = 11.36%, SD = 19.63%). The distribution of responses was somewhat skewed, 
however, as shown in Table 4. Almost one-fourth of all centers (22.7%) reported serving 
no percentage of minority clients, and over half (50.7%) reported serving 2% or less. Nine 
directors did report on centers having 80% or more of participants who were minority 
individuals. 
As might be expected, higher percentages of minority participants were associated 
with centers serving larger city populations (r = .29, g < .0001). A less expected finding 
was that percent of minority participation was also positively and significantly correlated with 
the number of referrals to outside counseling services (r = .20, p < .005). Again, this was 
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Table 3. Female representation among senior center participants 
Percentage of Percentage of Cumulative 
female participants Frequency total responses percentage 
0-25 2 0.9 0.9 
26-50 4 1.8 2.7 
51-55 5 2.2 4.9 
56-60 21 9.3 14.2 
61-65 38 16.8 31.0 
66-70 49 21.7 52.7 
71-75 42 18.5 71.2 
76-80 25 11.1 82.3 
81-85 21 9.3 91.6 
86-90 15 6.6 98.2 
91-95 1 0.4 98.6 
96-100 3 1.4 100.0 
Total 226 100 
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Table 4. Minority representation among senior center participants 
Percentage of Percentage of Cumulative 
minority participants Frequency total responses percentage 
0 51 22,7 22.7 
1 42 18.7 41.3 
2 21 9.3 50.7 
3 5 2.2 52.9 
4 5 2.2 55.1 
5 24 10.7 65.8 
6-10 19 8.4 74.2 
11-15 10 4.5 78.7 
16-20 7 3.1 81.8 
21-25 10 4.5 86.3 
26-30 7 3.1 89.4 
31-35 4 1.7 91.1 
36-40 5 2.2 93.3 
41-45 1 0.4 93.7 
46-50 4 1.7 95.5 
51-60 1 0.4 95.9 
61-70 0 0.0 95.9 
71-80 3 1.4 97.3 
81-90 3 1.4 98.7 
91-100 3 1.4 100.0 
Total 225 
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true for centers offering and those not offering their own counseling services. 
Participant ape Center director respondents' data indicates that the average age 
of their senior center participants is almost 74 years (H = 225, M = 73.61, SD = 3.89). 
A frequency distribution of average of centers' participants is shown in Table 5. The 
average age of centers' participants was positively associated with the average percentage of 
female participants (r = . 19, e < .05). Centers' average age of participants was also found 
to be negatively correlated with the number of participants centers referred to other 
community counseling service programs (r = -.16, g < .05). 
Summary The pattern of correlational results show that centers serving larger 
communities and cities tend to have been in existence longer, have greater numbers of paid 
staff and volunteers, refer more participants to other community counseling services and 
serve more total participants of which a higher percentage are minorities. The higher the 
percentage of females among a center's participants, the fewer the number of volunteers, and 
the older the average age of participants. The older the average age of centers' participants, 
the fewer the number of outside counseling service referrals. On the other hand, the higher 
the minority composition among a center's participants, the greater the number of outside 
counseling service referrals. In the following section, centers' ratings of need for counseling 
services will be examined. 
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Table 5. Age representation among senior center participants 
Average age of Percentage of Cumulative 
participants Frequency total responses percentage 
55-59 0 0.0 0.0 
60-64 2 0.9 0.9 
65-69 20 8.9 9.8 
70-74 96 42.6 53.4 
75-79 90 39.0 92.4 
80-84 17 7.6 100.0 
Total 225 100 
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Counseling and Noncounseling Characteristics 
Counseling service need 
Perceived need for counseling services was one of the focal areas of this study. The 
last two items of the Demographic Information form specifically addressed the need for 
counseling services at the responding center through use of Likert ratings. One of these 
items asked directly about this need, while the other asked respondents to rate how well 
other community counseling providers were meeting the needs of the local elderly. In regard 
to this latter item, the respondents' average rating fell just below the midpoint of a 1 
(extremely poorly) and 5 (extremely well) Likert scale (N = 226, M = 2.90, SD = .97). 
As expected, a significant, negative correlation was found between this item and the need 
for counseling services at the center (r = -.19, g < .005). In other words, the better the 
rating of other community counseling service providers in meeting the local elderly's needs, 
the lower the rated need for counseling services at the senior center. This held true for both 
centers offering and those not offering counseling services. 
The Demographic Information form Likert item related to counseling service need 
at senior centers showed a difference in response pattern between centers offering and those 
not offering such services. Table 6 shows the means and standard deviations for this item 
for all respondents, as well as responses depicted by whether or not the center offered 
counseling services. As can be seen, the results of a i-test comparison show centers offering 
counseling rated the need for these services significantly more highly than did centers not 
offering them (g < .0001). It is interesting to see that even centers not offering counseling 
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Table 6. Means, standard deviations and t-test comparisons of need of 
counseling services ratings presented for centers offering 
and not offering counseling 
Types of Centers n M SD t 
Centers Offering Counseling 101 3.81 1.06 4.12* 
Centers Not Offering Counseling 123 3.25 .95 
All Centers 224 3.50 1.04 
Note: Scale endpoints for ratings of counseling service necessity; 
1 = extremely unnecessary; 5 = extremely necessary. 
< .001. 
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rate the necessity of having it closer to the "extremely necessary" Likert scale endpoint (5) 
than to the "extremely unnecessary" endpoint (1) (n = 123, M = 3.25, §D = .95). 
Significantly positive associations between the rating of necessary of offering 
counseling services and the other variables contained on the Demographic Information form 
for all respondents were with the population of city represented by the center, and number 
of total participants served by the center. The larger the population of the city represented, 
the more highly directors rated the necessity of counseling services at their center (p < 
.005). In addition, the more participants served by a center, the more highly, on average, 
counseling services are rated as needed by it (p < .005). 
In addition to the necessity of counseling services item just examined, there were two 
other variables on the Demographic Information form that showed significant response 
differences between centers offering counseling services and those not offering them. These 
were the number of total counseling center participants and the number of clients referred 
to counseling services other than those offered through the center itself. 
Number of participants 
Question 9 of the Demographic Information form asked respondents to indicate the 
total number of different participants served monthly by their center. Since many 
participants received several services each per month, the wording reflected an attempt to 
assess the number of different individuals served by the center rather than the number of 
service contacts. A considerable variation of responses was observed ranging from a low 
of five to a high of seventy-five hundred different participants served monthly. On average. 
about 746 different participants were served per month at respondent centers (N = 206, M 
= 746, SD = 1208). 
Table 7 shows the overall means and standard deviations of the number of different 
center participants served monthly by all centers, as well as those offering or not offering 
counseling services. A î-test comparison shows that as expected, centers offering counseling 
serve more participants overall per month (g < .05). What is not known is whether having 
an additional service such as counseling increases the total number of center participants, or 
if centers with initially higher numbers of participants are more likely to decide to offer 
counseling. 
For all centers, regardless of whether or not counseling services were offered, the 
number of participants served monthly was positively and significantly correlated with size 
of community (r = .25, g < .001) and city (r = .27, p < .0001), and also with the number 
of participants centers referred to counseling services other than their own (r = .20, g < 
.01). 
Counseling referrals 
Directors were asked to indicate the number of center participants, over the past 
year, that the staff referred to community counseling services outside of the center. 
Although this item was another having a wide range of responses (0 to 519), the average 
number of these referrals across centers was surprisingly large (H = 197, M = 35.62. SD 
= 68.82). If the present sample is representative of senior centers in general, and we used 
our earlier estimate of 16,000 such centers presently in existence nationwide, these facilities 
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Table 7. Means, standard deviations and i-test comparison of number 
of total different center participants served monthly by 
types of centers 
Types of Centers n M SD î 
Centers Offering Counseling 96 903.7 1303 1.74* 
Centers Not Offering Counseling 110 607.6 1107 
All Centers 206 745.6 1208 
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would account for a total of almost 570,000 referrals of elderly individuals per year made 
to community counseling services. 
Before analyzing the results, it was expected by this investigator that centers offering 
counseling would refer relatively fewer clients than centers not offering counseling to outside 
services, since many center participants needing counseling would be able to receive them 
at the center. Instead, as can be seen from Table 8, was the opposite outcome. The centers 
offering counseling referred a significantly greater number of individuals to outside 
counseling than centers not offering these services (g < .001). Although a number of 
explanations are plausible, it would seem likely that centers offering counseling may be more 
aware of the mental health needs of their participants, and also relatively less reluctant to 
suggest treatment for these needs. 
Potentially supportive of this hypothesis was the additional finding that a positive 
correlation (r = .23, p < .005) existed between how necessary centers rate counseling 
services for themselves and the number of clients they refer to other community counseling 
programs. 
Summary 
Most senior centers tended to give relatively high ratings of necessity to counseling 
service programs at their centers. Centers that view their community's counseling programs 
negatively in regard to service provision to the elderly, and centers serving larger cities and 
communities as well as greater numbers of participants tend to view counseling as more of 
a necessity at their own facilities. 
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Table 8. Means, standard deviations and i-test comparison of number 
of center participants referred to counseling services 
outside senior centers 
Types of Centers H M Sfî t 
Centers Offering Counseling 93 53.7 88.9 3.49* 
Centers Not Offering Counseling 104 19.5 37.4 
All Centers 207 35.6 68.8 
< .001. 
85 
Centers offering counseling tend to see these services as relatively more necessary, serve 
more participants and refer more of these participants to other community counseling 
programs than centers not offering them. 
Attitude Inventory Information 
Several attitude dimensions of noncounseling senior centers were examined in this 
study. Most of these related to centers' potential initiation of their own counseling 
programs. This attitudinal information reflected centers' perceptions of expected difficulties 
in this process, as well as what characteristics they felt would be most important in their 
program design. Finally, information on how likely centers were to actually attempt 
initiating counseling programs at their facilities was also gathered. 
The Attitude Inventory information consists primarily of two sets of ANOVA results. 
One of these concerned ratings of how much of a potential obstacle several factors might be 
in trying to initiate counseling services for centers not offering them. The other concerned 
ratings of how important each of several different characteristics would be to centers if they 
attempted to initiate counseling services. In addition, descriptive and correlational 
information was obtained through questions on this form concerning the overall likelihood 
and importance of future counseling services for the responding centers not offering them. 
One final but important aspect of the Attitude Inventory was a question 
differentiating centers that never offered counseling form those having offered it in the past 
but that discontinued it. Results form these two groups were compared to examine how the 
attitudes and characteristics of centers who had unsuccessfully tried counseling services might 
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differ from other centers. 
Counseling obstacles 
Table 9 shows means and standard deviations of Likert scale ratings of potential 
obstacles to initiating counseling services (1 = not an obstacles; 5 = extreme obstacle) in 
centers without these services. The results are presented both for centers with no previous 
counseling service experience and for those having discontinued these services. 
A one-way repeated measures ANOVA across service obstacles followed by Tukey's 
Studentized Range (HSD) Tests results for all no-counseling centers showed statistically 
significant differences in the degree to which respondents rated each of the four potential 
variables as obstacles (F(4, 596) = 64.16, g < .0001. For all responding centers not 
offering counseling, funding was rated as significantly more of an obstacle (n = 123, M = 
4.37, SD = .97) in initiating these services than the training, recruitment or utilization of 
counselors, or the referral of clients (g < .01). 
Table 9 shows that there were differences in these obstacle rankings for the two 
groups of no-counseling centers. A repeated measures ANOVA done on obstacle ratings for 
centers with no previous counseling experience yielded significant results, F(4,403) = 39.90, 
2 < .0001, as did an ANOVA done for centers that had discontinued previous counseling 
services, F(4, 173) = 23.39, p < .0001. None of the mean values of the obstacle ratings 
showed any statistically significant differences for these two groups of no-counseling centers 
when analyzed using î-test comparisons. 
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Table 9. Means, standard deviations and Tukey's Studentized Range (HSD) 
Tests of counseling service obstacle ratings for senior centers not 
offering counseling services 
Service Obstacle n M SD 
No Previous Counseling 
Funding 83 4.31a 1.10 
Counselor utilization 83 2.99b 1.03 
Counselor training 80 2.73b 1.07 
Client referrals 81 2.46b 1.06 
Discontinued Counseling 
Funding 37 4.51a .61 
Counselor training 35 2.89b 1.21 
Counselor recruitment 36 2.78b 1.10 
Counselor utilization 35 2.71b 1.07 
Client referrals 35 2.46b 1.06 
Note: a and b differ from each other significantly, g < .01. Scale endpoints 
for obstacle ratings: 1 = not an obstacle; 5 = extreme obstacle. 
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Counseling characteristics 
A total of 12 characteristics of counseling services were presented to no-counseling 
respondents who were asked to rate them on importance using a Likert type scale (1 = of 
no importance; 5 = extremely important) if they were attempting to initiate counseling at 
their centers. Table 10 shows means and standard deviations for these importance ratings 
presented for all centers not offering counseling. A one-way repeated measures ANOVA 
across characteristics produced a statistically significant overall difference in these ratings, 
F(ll, 1427) = 26.37, g < .0001. The results of the Tukey's Studentized Range (HSD) 
Test indicated that low cost to center was the highest ranked importance characteristic (n = 
121, M = 4.45, SD = .90), and was rated significantly more highly (p < .05) than all of 
the other pairwise comparisons of characteristics, with the exception of appropriateness for 
a variety of issues and evaluation of effectiveness. 
At the low end of the characteristic rankings was the use of volunteer counselors, 
which received significantly lower (p < .05) ratings of importance (n = 117, M = 2.81, 
SD = 1.14) than any of the other 11 variables. Interestingly, the three lowest ranked 
characteristics of counseling service importance were the ones most associated with peer 
counseling. In addition to the use of volunteers, the use of senior aged counselors (n = 122, 
M = 3.56, SD = .97) and the degree to which services might benefit counselors (n = 114, 
M = 3.27, SD = 1.05) were rated significantly lower than any of the other nine counseling 
characteristics, with the exception of the use of written documentation of services (g < .05). 
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Table 10. Means, standard deviations and Tukey's Studentized Range (HSD) 
Tests of counseling characteristic importance ratings for all 
senior center respondents not offering counseling services 
Characteristic n M SD 
Low cost to center 121 4.45a .90 
Appropriateness for variety of issues 120 4.19a,b .87 
Evaluation of service effectiveness 
to clients 121 4.19a,b .84 
Client accessibility 118 4.04b,c 1.06 
No cost to clients 122 4.04b,c .89 
Offers professional counselors 121 4.03b,c .83 
Offers variety of formats (individual, 
group, etc.) 121 3.98b,c .89 
Flexibility in frequency, length and 
duration of services 122 3.97b,c .94 
Provides written documentation of 
services 120 3.75c,d 1.01 
Offers senior-aged counselors 122 3.56d,e .97 
Is of benefit to counselors 114 3.27e 1.05 
Offers volunteer counselors 117 2.81f 1.14 
Note: Mean values not sharing the same letter differ from each other significantly 
(E < .05). Scale endpoints for counseling characteristic importance ratings: 
1 = of no importance; 5 = extremely important. 
Tables 11 and 12 present the means and standard deviations of ratings of the 
importance of counseling characteristics for centers without and with previous counseling 
service experience, respectively. As with the degree of potential obstacle ratings, the 
ranWngs of these ratings were quite similar for centers that had discontinued counseling 
services and those never having offered them. Both groups tend to rank cost quite highly, 
while ranking characteristics related to peer counseling relatively low. 
When one looks at differences in the actual rating values assigned to these 
characteristics by each group, some interesting results are obtained. This is especially true 
regarding the top and bottom ranked characteristics, low cost to center and offers volunteer 
counselors, respectively. Table 13 shows the results of i-test comparisons done across these 
two groups of no-counseling service centers for the characteristics of low cost to center and 
the use of volunteer counselors. These results show that centers that had discontinued 
counseling services rated the importance of low cost to center and the use of volunteer 
counselors as significantly more importance (g < .05) than centers never having offered 
counseling. For both groups, low cost to center was ranked the most important counseling 
characteristic while the use of volunteer counselors was ranked as the least important. 
These results suggest that for all centers not offering counseling services, cost is seen 
as a critically important characteristic to the development of these services. On the other 
hand, peer characteristics of counselors are seen as relatively unimportant by these centers. 
However, centers having the benefit of some experience in offering counseling tend to value 
low cost and the use of volunteer counselors more highly than centers without this previous 
experience. These ratings differences between the two groups of no counseling centers will 
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Table 11. Means, standard deviations and Tukey's Studentized Range (HSD) 
Tests of counseling service characteristic importance ratings for 
senior centers not previously offering counseling services 
Characteristic n M SD 
Low cost to center 83 4.35a .98 
Appropriateness for wide variety of issues 82 4.26a .87 
Evaluation of service effectiveness to clients 83 4.14a,b .86 
Offers professional counselors 82 4.07a,b .84 
No cost to clients 83 4.07a,b .88 
Offers variety of formats (individual, 
group, etc.) 82 4.05a,b .94 
Client accessibility 80 4.00a,b,c. 1.15 
Flexibility in frequency, length and 
duration of sessions 83 3.99b,c,d 1.02 
Provides written documentation of services 83 3.70b,c,d 1.02 
Offers senior-aged counselors 83 3.53c,d .99 
Is of benefit to counselors 79 3.25d 1.07 
Offers volunteer counselors 81 2.70e 1.16 
Note: Mean values not sharing the same letter differ from each other significantly 
(E < .05). Scale endpoints for counseling characteristic importance ratings: 
1 = of no importance; 5 = extremely important. 
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Table 12. Means, standard deviations and Tukey's Studentized Range (HSD) 
Tests of counseling characteristic importance ratings for senior 
centers having discontinued counseling services 
Characteristic Û M SD 
Low cost to center 35 4.71a .62 
Evaluation of service effectiveness to clients 35 4.31a,b .83 
Client accessibility 35 4.09a,b .85 
Appropriateness for variety of issues 35 4.03a,b 89 
No cost to client 36 4.00b,c .96 
Offers professional counselors 36 3.94b,c .83 
Flexibility in frequency, length and 
duration of sessions 36 3.89b,c .81 
Offers variety of formats (individual, 
group, etc.) 36 3.83b,c .81 
Provides written documentation 34 3.82b,c,d 1.00 
Offers senior-aged counselors 36 3.64b,c,d .93 
Is of benefit to counselors 32 3.31c,d 1.06 
Offers volunteer counselors 33 3.12d 1.08 
Note: Mean values not sharing the same letter differ from each other significantly 
(E < .05). Scale endpoints for counseling characteristic importance ratings; 
1 = of no importance; 5 = extremely important. 
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Table 13. Means, standard deviations and î-test comparisons of counseling 
service characteristics presented by no counseling groups 
n M SD t 
Low Cost to Center 
No previous counseling 83 4.35 .98 2.03* 
Discontinued counseling 35 4.71 .62 
Offers Volunteer Counselors 
No previous counseling 81 2.70 1.16 1.78* 
Discontinued counseling 33 3.12 1.08 
*E < .05. Counseling service characteristic scale endpoint ratings: 1 = of no importance; 
5 = extremely important. 
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be examined later in the Discussion section. 
Counseling likelihood and importance 
Respondents representing centers not presently offering counseling services were 
asked to use 5-point Likert type scales (1 = extremely unlikely; 5 = extremely likely) to 
rate the likelihood that their centers would begin offering these services within the next three 
years. The overall results (n = 122, M= 2.25, §D = 1.20) suggest that on average, centers 
rated themselves as more likely not to initiate counseling in that time period than they are 
likely to, but not strongly so. 
As might be expected, the ratings of likelihood that a center would begin to offer 
counseling services were found to be positively correlated with the ratings of the importance 
(r = .51, E < .0001) and necessity (r = .30, g < .01) of these services. Likelihood of 
counseling in the next three years ratings were negatively correlated with ratings of how 
important funding would be as an obstacles (r = -.24, g < .01), suggesting that for many 
centers, the most important factor in counseling service provision is finance. 
Respondents were also asked to indicate how important it was for their center to 
offer counseling services in the future, using a Likert type rating scale (1 = of no 
importance, 5 = extremely important). On this item, overall ratings from centers without 
present counseling services tended to be slightly closer to the extremely important endpoint 
than to the no important endpoint (n = 123, M = 3.37, SD = 1.08). 
Ratings of counseling service importance for these centers was negatively correlated 
with ratings of how well other community counseling services were meeting local elderly's 
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needs (r = -.26, g < .005), and how much of an obstacle client referrals (r = -.28, p < 
.005) and utilization (r = -.29, g < .005) might be in beginning these services. Counseling 
importance ratings were positively associated with the number of center participants referred 
to counseling services (r = .33, g < .001), and the percentage of center participants that 
were female (r = .19, g < .05). This latter finding may suggest that as with younger 
adults, elderly women may be more receptive to utilizing counseling services than elderly 
men. Further evidence for this conclusion may come from the additional finding that the 
percentage of center participants that were female was negatively correlated with ratings of 
how much of a potential obstacle counselor utilization would be in initiating services (r = 
-.21, g < .05). 
Discontinued service characteristics 
Likelihood and importance In addition to the differences in counseling 
characteristic importance ratings mentioned previously, there were other differences that 
emerged in the data between centers that had discontinued counseling services and centers 
that had never offered them. One aspect of these comparisons was in the likelihood and 
importance ratings of future counseling services just described in the previous section. Table 
14 shows the results of t-test comparisons of these variables across these two groups of no-
counseling centers. The data suggest that centers having discontinued previous counseling 
services had significantly higher ratings of both likelihood and importance of future services 
than centers that had never offered them (g < .05). It would appear that in general, the 
discontinuation of counseling for these centers does not lead to a total disillusionment with 
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Table 14. Means, standard deviations and t-test comparisons of likelihood and 
importance ratings of future counseling services presented by no-
counseling groups 
n M SB Î 
Likelihood of Future Counseling 
No previous counseling 83 2.10 1.19 2.01* 
Discontinued counseling 36 2.58 1.23 
Importance of Future Counseling 
No previous counseling 84 3.25 1.04 1.72* 
Discontinued counseling 36 3.64 1.17 
*2 < .05. Scale endpoints for likelihood of future counseling ratings: 1 = 
extremely unlikely; 5 = extremely likely. Scale endpoints for importance of 
future counseling ratings: 1 = of no importance; 5 = extremely important. 
trying similar services in the future, as evidenced by their relatively greater counseling 
likelihood and importance ratings over centers without this previous counseling service 
experience. 
Use of volunteer counselors The Attitude Inventory also contained an item to be 
answered specifically by centers that had discontinued counseling. It asked whether these 
centers had used volunteer counselors. The results indicate that of 36 respondents to this 
item, 9 indicated using volunteer counselors and 27 indicated they did not. As will be 
discussed more in the next section, results obtained from the Counseling Questionnaire 
showed that 46 centers presently offering counseling services indicated that they use 
volunteer counselors, while 53 indicated that they did not. The relatively greater proportion 
of centers that are still offering counseling services and using volunteers versus those with 
discontinued counseling services that did not use volunteer counselors raises questions about 
the role of volunteer counselors in contributing to the continuation or success of these 
services. 
One last aspect of discontinued senior center counseling services of interest is the 
percentage of these among all centers that indicated attempts at offering services. Of all no-
counseling center respondents, 38 indicated previously offering services. As previously 
stated, of the 228 total survey respondents used in this study, 102 indicated that they are 
presently offering counseling. Thus, of the 140 centers that indicated ever offering 
counseling services, 38 of these, or over 27%, have discontinued them. Although there is 
no known existing data on the overall discontinuation rate of community counseling services, 
this figure of 27% would seem relatively high. 
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Counseling Services Presently Offered 
The Counseling Questionnaire was designed to gain general descriptive information 
about the nature of the counseling services presently offered by senior centers, as well as 
comparative information relative to peer counseling variables. The two elements that 
differentiated peer counseling from other counseling in the present study were the use of 
senior aged counselors and the use of volunteer counselors. The results indicate that 
respondent centers sometimes use these elements in conjunction but also use them 
independently in providing counseling. 
Table 15 shows the frequency distribution of the use of seniors, and Table 16 the 
frequency distribution of the use of volunteers as counselors by senior centers offering 
counseling services. As can be seen, about half of the centers use volunteers as counselors, 
and about half use seniors as counselors. 
As was expected, there was a positive association between the use of seniors and 
volunteers as counselors. Of the 102 centers that indicated offering counseling, 32 used both 
seniors and volunteers (31%), 31 used neither (30%), 20 used seniors but no volunteers 
(20%), and 11 used volunteers but no senior counselors (11%). For eight center (8%), 
senior and volunteer counselor use could not be determined. 
Counselor Characteristics 
Since peer counseling is itself determined by the characteristics of the counselors 
involved in it, more of these characteristics were investigated in this study than simply age 
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Table 15. Representation of seniors among counselors of centers with counseling 
programs 
Percentage of senior Percentage of Cumulative 
age counselors Frequency total responses percentage 
0 44 45.8 45.8 
MO 5 5.2 51.0 
11-20 3 3.1 54.2 
21-30 4 4.1 58.3 
31-40 5 5.2 63.5 
41-50 10 10.4 74.0 
51-60 1 1.0 75.0 
61-70 1 1.0 76.0 
71-80 3 3.1 79.2 
81-90 2 2.1 81.2 
91-100 18 18.8 100.0 
96 100.0 
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Table 16. Representation of volunteers among counselors of senior centers with 
counseling programs 
Percentage of Percentage of Cumulative 
volunteer counselors Frequency total responses percentage 
0 53 53.5 53.5 
1-10 2 2.0 55.6 
11-20 2 2.0 57.6 
21-30 6 6.1 63.6 
31-40 2 2.0 65.7 
41-50 16 16.2 81.8 
51-60 0 0 81.8 
61-70 0 0 81.8 
71-80 4 4.1 85.9 
81-90 1 1.0 86.9 
91-100 13 13.1 100.0 
99 100.0 
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and professional status. Other counselor variables examined included minority and gender 
status, recruitment and retention factors, education and supervision, and items particular to 
the use of volunteer counselors concerning training issues. 
Minority and gender status Over 85% of counselors among all centers that 
reported offering counseling services were female (n = 99, M = 85.38%, SD = 20.99). 
This figure is somewhat higher than both the percentage of the centers' counseling clients 
that were female (n = 99, M = 76.80, SD = 15.30), and the percentage of all center 
participants that were female Ol = 102, M = 71.59, SD = 11.14). 
Less than 11% of all counselors were of minority status among senior centers 
offering counseling (n = 95, M = 10.97, §D = 25.62). This figure is somewhat smaller 
than both the percentage of centers' counseling clients that were minorities (n = 97, M = 
14.45, SD = 24.83), and the percentage of all center participants that were minorities (n = 
100, M = 13.74, SD = 21.06). A one-way ANOVA revealed no significant minority 
differences across peer characteristics. Another one-way ANOVA did show significant 
differences in the proportion of counselors that were female when peer characteristics were 
considered. 
Table 17 shows the means and standard deviations of the percentage of female 
counselors used by respondent senior centers. These results are presented by volunteer and 
senior aged status. A one-way ANOVA showed significant differences, F(3, 87) = 2.95, 
E < .05, in the percentage of female counselors across counselor peer characteristics. A 
Tukey's Studentized Range (HSD) Test showed that centers using a combination of 
volunteers and senior aged counselors had lower proportions of female counselors than did 
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Table 17. Means, standard deviations and Tukey's Studentized Range (HSD) Tests 
of percentage of female senior center counselors presented by age and 
volunteer status 
Senior/volunteer status of 
counselors used by center n M SD 
Use no seniors/no volunteers 30 91.00a 17.83 
Use some seniors/no volunteers 20 89.20a,b 17.11 
Use no seniors/some volunteers 10 86.60a,b 22.01 
Use some seniors/some volunteers 31 76.39b 24.26 
Note: Mean values not sharing the same letter differ from each other significantly 
(E < .05). 
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centers that did not use peer counselors (g < .05). In addition, a 1-test comparison of the 
gender composition of centers' counselors revealed that overall, centers using volunteers had 
significantly lower percentages of female counselors than did centers using only professional 
counselors (p < .01). 
Recruitment/Retainment Table 18 shows the means, standard deviations and the 
results of separate î-test comparisons of ratings of difficulty in retaining and recruiting 
counselors done in centers using seniors or volunteers. Statistically significantly differences 
emerged between these two groups. Difficulty in counselor recruitment (t = 2.17, g < .05) 
and retainment (i = 2.67, g < .005) ratings were greater for centers that used volunteers 
than centers that used only professional counselors (e.g. no volunteers). Difficulty of 
counselor recruitment (î = 1.79, g < .05) and retainment (t = 2.10, g < .05) ratings were 
also greater for centers using seniors than those using only professional counselors. 
Number of counselors Despite the fact that centers using seniors and volunteers 
as counselors had higher ratings of difficulty in both recruitment and retainment of 
counselors than did centers that didn't use counselors with these peer characteristics, centers 
using a combination of seniors and volunteers averaged the greatest number of counselors 
providing services at the time of the survey. Table 19 shows means and standard deviation 
results of number of counselors providing services presented by counselor age and volunteer 
status. A one-way ANOVA showed that there were statistically significant differences in 
number of counselors across centers F(3, 87) = 6.23, g < .001 when volunteer and senior 
status were considered. 
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Table 18. Means, standard deviations and t-test comparisons of difficulty 
ratings of recruitment and retention of senior center counselors 
presented by age and volunteer status 
Senior/volunteer status of 
counselors used by center M SD t 
Use some seniors 
Use no seniors 
Difficulty in Counselor Recruitment 
46 2.96 1.03 1.79* 
37 2.54 1.07 
Use some volunteers 
Use no volunteers 
Use some seniors 
Use no seniors 
41 3.02 .96 2.17* 
45 2.53 1.12 
Difficulty in Counselor Retainment 
46 2.65 1.06 2.10* 
41 2.20 .93 
Use some volunteers 
Use no volunteers 
42 2.71 .99 2.67** 
47 2.15 1.00 
Note: Scale endpoints for difficulty ratings: 1 = extremely easy; 5 = extremely 
difficult. The "Use no volunteers" group = professional counselors only. 
*E < .05. 
**E < .005. 
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Table 19. Means, standard deviations and Tukey's Studentized Range (HSD) Tests 
results of the number of senior center counselors providing services 
presented by age and volunteer status 
Senior/volunteer status of 
counselors used by center n M SD 
Use some seniors/some volunteers 32 9.13a 11.32 
Use some seniors/no volunteers 20 2.90b 2.59 
Use no seniors/some volunteers 10 2.40b .84 
Use no seniors/no volunteers 29 2.38b 1.63 
Note; Mean values not sharing the same letter differ from each other significantly 
(E < .01). 
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A Tukey's Studentized Range (HSD) Test showed that centers using both seniors and 
volunteers as counselors used a significantly greater number of counselors than did the other 
three groups of centers (p < .05). There are several possible reasons for the seeming 
discrepancy in the high ratings of difficulty of recruitment and retainment of counselors 
versus the relatively greater number of counselors providing services for peer programs, and 
these will be addressed later in the Discussion section. 
Education For all centers offering counseling services, the average level of 
education reported for counselors was slightly above college graduate level. As might be 
expected, centers using only professional counselors reported a higher average level of 
education of counselors than did centers using at least some volunteer counselors (t = 6.29, 
E < .001). In addition, centers using only nonseniors as counselors also reported a 
significantly higher level of education for their counselors than did centers using at least 
some senior counselors (t = 3.19, g < .001). 
Table 20 shows the means and standard deviation results of level of counselor 
education presented by centers' use of counselors' with or without peer characteristics. A 
one-way ANOVA showed that there were significant differences in level of education across 
groups F(3, 90) = 16.32, g < .0001). The results of a Tukey's HSD test showed that 
centers using both seniors and volunteers as counselors reported significantly lower levels 
of education for their counselors than did the other three groups of centers (p < .05). 
Supervision For all centers offering counseling services, 77% reported that their 
counselors are supervised on their work. This figure was somewhat higher for centers using 
both senior and volunteer counselors (87%), as it was for centers using no seniors and no 
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Table 20. Means, standard deviations and Tukey's Studentized Range (HSD) Tests 
of senior center counselor education levels presented by age and 
volunteer status 
Senior/volunteer status of 
counselors used by center n M SD 
Use some seniors/no volunteers 20 3.60a .60 
Use no seniors/no volunteers 31 3.52a .68 
Use no seniors/some volunteers 11 3.27a .47 
Use some seniors/some volunteers 32 2.47b .80 
Note: Mean values not sharing the same letter differ from each other significantly 
(g < .01). Scale ratings: 1 = high school, 2 = some college, 3 = college 
graduate, 4 = advanced degree. 
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volunteer counselors (84%). Centers using no senior aged but some volunteer counselors 
reported that 72% of their counselors received supervision, while centers using seniors but 
no volunteers as counselors reported that 65% of their counselors received supervision. A 
Chi-square analysis revealed that these differences between the four groups were not 
significant, however. 
Volunteers The last three questions of the Counseling Questionnaire were only 
for centers using at least some volunteer counselors, and pertained to the number of training 
hours volunteers received, whether or not the effectiveness of the volunteer training was 
evaluated, and if so, how effective the training had been rated. 
The centers using volunteer counselors indicated that slightly more than 20 hours of 
counseling training were given to these volunteers (q = 43, M = 21.51, SD = 19.74). 
About 78% of these centers indicated that they did evaluate the effectiveness of this training 
(n = 32, M = 78.13%). On a Likert scale of 1 to 5, with 1 being "extremely ineffective," 
and 5 being "extremely effective," the mean volunteer counselor training effectiveness 
evaluation rating given by center respondents was 3.61 (n = 36, M = 3.61, SD = .99). 
There were no significant differences found between centers using both seniors and 
volunteers as counselors and those using only nonsenior aged volunteers as counselors in 
terms of training hours, whether or not training was evaluated, and if so, the rating of 
effectiveness. 
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Access 
Accessibility to the counseling services offered by senior centers was addressed in 
three ways. The first was through whether or not transportation was offered to counseling 
service clients of the center. The second concerned the delivery methods used by centers 
in offering counseling services. Possibilities here included offering these services at the 
counseling center, at the client's home, at another location and over the phone. Finally, 
variety in counseling formats were examined as another variable related to access. Format 
variables included individual counseling, support and therapy groups and family counseling. 
Transportation Sixty-nine (68.3%) of 101 respondent centers indicated that they 
did offer transportation to clients using their counseling services. A Chi-square analysis 
revealed that centers using no seniors and no volunteers as counselors were significantly 
more likely to offer transportation to counseling clients than were centers that did use both 
seniors and volunteers as counselors (%^ = 3.97, g < .05). Table 21 shows these results 
as well as the data on counseling transportation services by centers presented by counselor 
age and volunteer status. 
Delivery methods Most senior centers reported offering a number of delivery 
methods of their counseling services. Over 97% of all senior centers offering counseling 
services reported doing so at the center itself. More than 70% of centers having counseling 
offered these services by telephone, and over 65% offered in-home counseling. In addition, 
32% of centers offering counseling reported that these services were offered at a location 
other than the senior center or the client's home. There were no significant differences in 
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Table 21. Availability of transportation to senior center counseling services 
presented by counselor age and volunteer status used by center 
Offering Offering 
transportation transportation 
Senior/volunteer status of 
counselors used by center n % n % 
Use no seniors/no volunteers 26 (83.9%)a 5 (16.1%) 
Use some seniors/no volunteers 14 (70.0%) 6 (30.0%) 
Use no seniors/some volunteers 7 (63.6%) 4 (36.4%) 
Use some seniors/some volunteers 19 (61.3%)b 12 (38.7%) 
Note; a and b differ from each other significantly (%^ = 3.97, g < .05). 
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service delivery methods when analyzed by age and volunteer status of counselors used by 
centers. 
Formats Over 90% of centers with counseling services reported offering them on 
an individual basis, and 73% indicated operating support groups through their centers. The 
next most frequently used service format reported by centers was family counseling. About 
41 % of all centers offering counseling reported having this as a service option. There were 
no significant differences in the use of any of these formats associated with age or volunteer 
status of counselors. 
Only about 16% of centers offering counseling reported therapy groups as a type of 
service format. A higher percentage of centers that used only professional counselors 
reported offering therapy groups (23%) than did centers using at least some volunteer 
counselors (7%). A Chi-square analysis of these results revealed that the differences were 
significant (%^ = 4.98, g < .05). 
Cost 
As noted earlier, the potential cost of counseling programs to senior centers without 
these services was the highest rated obstacle relative to initiating them. In addition to 
examining the centers' costs of their counseling programs in this section, the costs to clients 
will also be examined. 
Centers cost There was diversity in centers' responses to annual counseling 
services cost. A substantial number (31.2%) indicated that it cost nothing to provide 
services. However, at the top end of the cost continuum, one center indicated that it cost 
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$850,000 to provide these services over the last year. Examination of the data revealed that 
the mean cost to centers for their counseling programs was almost $30,000 annually (n = 
77, M = $29,480, §D = $100,700). Table 22 shows centers' costs for counseling services 
presented by age and volunteer status of counselors used. Due to the extreme differences 
in variance between groups, no statistical comparisons were attempted. 
Clients' costs Only 8 of 102 centers (7.8%) reported charging clients any amount 
for participating in their counseling services. Of these 8, only 2 indicated what the charge 
per session was to their counseling clients. One reported a charge of $25 per session and 
the other $65 per session. There were no significant differences associated with age or 
volunteer status of counselors used by centers in terms of charging clients for counseling 
services. 
Efficacy and Benefits of Counseling 
The variables contained in the Counseling Questionnaire relating to efficacy of 
services included the benefits to clients as well as counselors, the appropriateness of services 
for various client issues and conditions, what aspects of services centers documented, and 
whether centers evaluated the effectiveness of counseling services. 
Benefits 
Benefit ratings of counseling to clients and counselors were made on a 5 point Likert 
type scale (1 = of no benefit; 5 = extremely beneficial). Overall, ratings of benefit to 
clients were quite high (n = 100, M = 4.12, SD = .76). Benefit to counselor ratings were 
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Table 22. Means and standard deviations of annual senior center costs of 
counseling services presented by age and volunteer status of 
counselors used by center 
Senior/volunteer status of 
counselors used by center n M Median SD 
Use some seniors/no volunteers 13 $81,800 $8,000 $232,400 
Use no seniors/some volunteers 9 $39,580 $12,000 $80,000 
Use some seniors/some volunteers 28 $17,620 $4,000 $25,603 
Use no seniors/no volunteers 24 $14,092 $6,500 $15,967 
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slightly lower but still quite positive (n = 93, M = 3.80, SD = .90). For ratings of benefit 
to clients, a î-test comparison revealed that centers using counselors with no peer 
characteristics had significantly higher ratings of benefit to clients than did centers using a 
combination of some seniors and volunteers as counselors (J = 1.94, g < .05). No 
significant differences were found in counselor benefit ratings when analyzed by the use or 
nonuse of counselors with peer characteristics. 
Appropriateness 
Center respondents were asked to rate how appropriate they felt their counseling 
services were for five different client issues or conditions. These included depression, 
alcohol abuse, dementia, loss issues and anxiety. Table 23 shows means and standard 
deviation results of these appropriateness ratings for all centers offering counseling. The 
results of a one-way repeated measures ANOVA show that significant differences do exist 
in these ratings across client issues and conditions F(4, 468) = 25.07, g < .0001. A 
Tukey's HSD test showed that respondents rated their services as significantly less 
appropriate for alcohol abuse and dementia than any of the other three client issues or 
conditions (p < .05). Loss issues received significantly higher counseling service 
appropriateness ratings than did anxiety, dementia or alcohol abuse (p < .05). 
Four out of the five client issues or conditions presented in Table 23 showed 
significant appropriateness rating differences for centers using senior aged counselors versus 
that not using them. The one issue or condition exception was alcohol abuse. Table 24 
shows a summary of i-test comparisons presented by issue or condition for centers using 
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Table 23. Means, standard deviations and Tukey's Studentized Range (HSD) Tests 
results for counseling service appropriateness ratings presented by client 
issue or condition 
Client issue/condition n M SD 
Loss issues 96 4.18a .93 
Depression 97 3.80a,b 1.12 
Anxiety 96 3.69b 1.11 
Dementia 93 3.16c 1.20 
Alcohol abuse 91 2.73c 1.13 
Note: Mean values not sharing the same letter differ from each other significantly 
(E < .05). Scale endpoints for appropriateness ratings: 1 = extremely 
inappropriate; 5 = extremely appropriate. 
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Table 24. Means, standard deviations and î-test results of ratings of 
appropriateness of counseling services for client issues 
and conditions presented by age status of counselors used 
by center 
Age status of counselors 
used by center n M SD t 
Loss Issues 
Use no senior counselors 42 4.38 .76 
Use some senior counselors 49 4.04 .96 
Depression 
Use no senior counselors • 42 4.02 1.02 
Use some senior counselors 50 3.62 1.18 
Anxiety 
Use no senior counselors 41 3.95 1.00 
Use some senior counselors 50 3.52 1.15 
Dementia 
Use no senior counselors 42 3.64 1.10 
Use some senior counselors 46 2.76 1.18 
Alcohol Abuse 
Use no senior counselors 42 2.74 1.21 
Use some senior counselors 44 2.73 1.04 
Note: Appropriateness scale endpoints: 1 = extremely inappropriate; 5 = 
extremely appropriate. 
< .05. 
< .0005. 
1.85* 
1.74* 
1.89* 
3.62** 
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versus not using senior aged counselors. 
Centers using peer formats were hypothesized to be potentially less appropriate for 
some issues and conditions than those not using them, but it was expected that the use of 
volunteers versus the use of professionals would be more responsible for these differences 
than the use of seniors versus nonseniors. Somewhat surprisingly, no differences in 
appropriateness ratings for centers using volunteer versus professional counselors reached 
statistical significance. Potential explanations for these results will be considered in the 
discussion section. 
The same set of issues or conditions that showed higher appropriateness ratings for 
centers using only nonsenior aged counselors versus those using some senior aged counselors 
also showed differences for overall peer versus nonpeer program characteristics. Centers 
using only nonsenior aged professionals gave significantly higher appropriateness ratings for 
loss issues, depression, anxiety and dementia than did centers using senior aged volunteers. 
Table 25 shows the results of these 1-test comparisons. 
Documentation 
Of all centers offering counseling services, 68% reported writing progress notes, 
57% kept client demographic information records, 51% had documented social histories on 
their clients and 32% had written treatment plans. The use of seniors or the use of 
volunteers as counselors had no significant association with whether centers documented 
various aspects of their work with counseling clients. 
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Table 25. Means, standard deviations and î-test comparison results of ratings 
of appropriateness of counseling services for clients issues and 
conditions presented by peer characteristics of counselors 
Peer characteristics of 
counselors used by center n M SD t 
Loss Issues 
No seniors/no volunteers 29 4.48 .78 
Some seniors/some volunteers 30 4.07 1.05 
1.72* 
Depression 
No seniors/no volunteers 29 4.14 1.09 
Some seniors/some volunteers 30 3.63 1.19 
1.70* 
Anxiety 
No seniors/no volunteers 28 3.96 1.14 
Some seniors/some volunteers 30 3.40 1.19 
1.84* 
Dementia 
No seniors/no volunteers 
Seniors/some volunteers 
30 
29 
3.73 
2.83 
1.23 
1.20 
2.87** 
Alcohol Abuse 
No seniors/no volunteers 30 2.87 1.28 
Some seniors/some volunteers 28 2.82 1,09 
Note: Scale endpoints for appropriateness ratings: 1 = extremely inappropriate; 
5 = extremely appropriate. 
*2 < .05. 
**g < .005. 
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Effectiveness evaluations 
Of the 96 centers offering counseling that responded to this Counseling Questionnaire 
item, 59 (61.5%) indicated that they did attempt to evaluate the effectiveness of these 
services. There were no differences in these results when analyzed according to the use of 
peer characteristics of counselors used by centers. 
Utilization 
One of the most important aspects of the examination of senior center counseling 
programs concerns the utilization characteristics of these services and how peer variables are 
related to utilization patterns. These included demographic characteristics associated with 
client use, frequency of client referral sources, frequency of client issues or conditions, 
counselor and center caseload, and satisfaction and direction of client utilization. 
Client demographics 
Client demographic information consisted, of age, gender and minority status. The 
mean age of senior center counseling clients was slightly less than 72 years (n = 99, M = 
71.71, SD = 8,25). An interesting aspect of age of counseling client was the relation of this 
variable to the age status of counselors used by centers. Centers using senior aged 
counselors tended to have older counseling clients than did centers using no senior age 
counselors. 
Senior center counseling clients also tended to have a higher likelihood of being 
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female than did general center participants. Almost 77% of senior center counseling clients 
were female, whereas less than 72% of general center participants were female. 
In regard to minority status, slightly more than 14% of centers' counseling clients 
were minorities (n = 97, M = 14.45%, SD = 24.83%). This figure was quite similar to 
that of the minority representation percentage of all participants of centers offering 
counseling (n = 100, M = 13.74%, §D = 21.06%). There were no significant differences 
in client minority representation based on peer characteristics of counselors used by centers. 
Referrals 
The Counseling Questionnaire contained four items pertaining to the frequency with 
which different sources had referred clients to the senior center for counseling. These 
sources included clients themselves, family, other agencies and physicians, table 26 shows 
means and standard deviations of centers' frequency of referral ratings across these four 
sources. A one-way repeated measures ANOVA of differences in frequency ratings were 
significant F(3, 388) = 28.29, g < .0001). A Tukey's HSD Test revealed that the 
frequency with which physicians refer clients to counseling services at senior centers is 
significantly less than clients themselves, family members or other agencies (g < .01). 
Frequency of referral data was analyzed according to peer characteristics of 
counselors used by centers. The only referral source showing frequency rating differences 
associated with the use or nonuse of counselors with peer characteristics by centers was 
client (self). The results of a î-test comparison shows that centers rate the frequency of 
client (self) referrals significantly higher when they use only nonsenior professionals as 
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Table 26. Means, standard deviations and Tukey's Studentized Range (HSD) 
Tests of frequency of referral ratings for senior center counseling 
clients presented by referral source 
Referral source n M SD 
Client (self) 99 3.46a 1.08 
Family 98 3.30a 1.07 
Other agencies 97 3.19a 1.06 
Physicians 98 2.19b 1.05 
Note: Mean values not sharing the same letter differ from each other significantly 
(E < .01). Scale endpoints for frequency of referral ratings: 1 = extremely 
infrequently; 5 = extremely frequently. 
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counselors than when they use senior aged and volunteer counselors (î = 1.98, g < .05). 
These results are somewhat inconsistent with previous claims that peer programs reduce the 
stigma for senior clients that find it difficult to seek out counseling. 
Frequency of issues 
The same set of client conditions and issues that respondents rated for counseling 
appropriateness on the Counseling Questionnaire were also presented for ratings of frequency 
of presentation for counseling services. These included loss issues, depression, anxiety, 
dementia and alcohol abuse. Table 27 shows the means and standard deviations results for 
these frequency of client issue or condition ratings for all centers offering counseling. A 
one-way repeated measures ANOVA of these frequency ratings revealed that they were 
significantly different F(4, 473) = 43.24, g < .0001. A Tukey's Studentized Range (HSD) 
Test showed that centers rated the frequency of dementia as lower in their clients than loss, 
depression or anxiety (g < .05), and the frequency of alcohol as lower than any of the other 
client issues or condition (g < .05). The order of these results are quite similar to those of 
issue appropriateness ratings done previously. 
Just as appropriateness ratings of some client issues were associated with counselor 
peer characteristics, so too were frequency of issue ratings. Table 28 shows t-test 
comparisons of frequency of client issue ratings of centers using only nonsenior professional 
counselors versus those of centers using senior aged volunteer counselors. The results 
indicate that centers using only nonsenior professional counselors given significantly higher 
ratings of frequency of client dementia (g < .05) and loss issues (g < .01) than did centers 
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Table 27. Means, standard deviations and Tukey's Studentized Range (HSD) Tests 
results of frequency of client issue ratings 
Client issue n M SD 
Loss issues 97 3.99a 1.10 
Depression 95 3.75a,b 1.12 
Anxiety 97 3.49b 1.16 
Dementia 95 2.93c 1.15 
Alcohol abuse 94 2. lid 1.03 
Note: Mean values not sharing the same letter differ from each other 
significantly (g < .05). Scale endpoints for frequency of issue 
ratings: 1 = never; 5 = very frequently. 
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Table 28. Means, standard deviations and t-test comparisons of frequency of client 
issues presented by peer characteristics of counselors used by centers 
Senior/volunteer status of 
counselors used by center fl M S32 Î 
Depression 
Use no seniors/no volunteers 29 3.93 1.03 
Use some seniors/some volunteers 29 3.72 1.28 
Alcohol Abuse 
Use no seniors/no volunteers 30 2.20 1.16 
Use some seniors/some volunteers 30 2.10 1.03 
Loss Issues 
Use no seniors/no volunteers 29 4.41 .98 
Use some seniors/some volunteers 30 3.70 1.26 
2.42** 
Dementia 
Use no seniors/no volunteers 29 3.34 1.23 
Use some seniors/some volunteers 30 2.77 1.14 
1.87* 
Use no seniors/no volunteers 
Use some seniors/some volunteers 
Anxiety 
29 
30 
3.76 
3.23 
1.24 
1.28 
1.60 
Note: Scale endpoints for frequency of issue ratings: 1 = never; 5 = very 
frequently. 
*E < .05. 
**E < .01. 
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using senior aged, volunteer counselors. 
Age of counselor had a main effect on two frequency of issue ratings. Centers using 
only nonsenior aged counselors had significantly higher ratings of frequency of loss issues 
(Î = 1.88, E < .05) and dementia (î = 2.98, g < .005) than did centers using senior aged 
counselors. 
Client caseload 
Senior centers offering counseling services averaged working with nearly 65 clients 
per center at the time they were surveyed (n = 83, M = 64.86, SD = 129.1). There was 
a great variety of responses, with the range extending from 0 to 800 counseling clients. As 
already stated, the mean number of total participants of senior centers offering counseling 
services was just over 900 (n = 96, M = 903.7, SD = 1302). By dividing the mean 
number of counseling clients by the mean number of total participants at these centers, a 
utilization percentage rate of 7.2% is derived. 
Table 29 shows the results of number of counseling service clients and counseling 
service utilization rate comparisons presented by age and volunteer status of counselors used 
by centers. Because of the extreme variance differences across groups, no statistical 
comparisons were attempted. 
In terms of counselors' client caseloads, the mean number of clients per counselor 
was just over 17 (n = 69, M = 17.12, SD = 15.05). No significant differences emerged 
when the number of clients per counselor results were analyzed by centers' use or nonuse 
of counselors with peer characteristics. 
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Table 29. Number of counseling service clients and utilization rate of participants 
of senior centers presented by age and volunteer status of counselors 
used by center 
Senior/volunteer status of % of center 
counselors used by center n M SD participants 
Use no seniors/some volunteers 11 84 188 14.7% 
Use no seniors/no volunteers 22 49 62 8.4% 
Use some seniors/no volunteers 16 110 214 6.8% 
Use some seniors/some volunteers 28 55 83 5.9% 
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Satisfaction 
Satisfaction ratings of utilization tended to be positive for most center respondents 
(n = 100, M = 3.35, SD = .87) with 1 corresponding to extremely dissatisfied and 5 
corresponding to extremely satisfied on a Likert type scale. A 1-test comparison of 
counseling utilization satisfaction ratings showed that centers using only professional 
counselors were significantly higher (t = 2.18 g < .05) than those using at least some 
volunteer counselors. 
Pattern 
Senior center respondents were also asked to indicate whether utilization of their 
counseling services was increasing or decreasing. Again, ratings tended to be generally 
positive (n = 99, M = 3.57, SD = .83) with 1 corresponding to rapidly decreasing, and 
5 corresponding to rapidly increasing on a Likert type scale, As with the results of the 
general utilization satisfaction ratings just presented, the results of a l-test comparison 
showed that centers using only professional counselors rated the utilization pattern of their 
counseling services as significantly higher than centers using at least some volunteer 
counselors. Centers using only nonsenior age counselors also showed significantly higher 
utilization pattern ratings than did centers using at least some senior age counselors (t = 
1.81, E < .05). 
Table 30 shows the means and standard deviations of utilization satisfaction results 
presented by centers' use of counselors with peer characteristics. A one-way ANOVA done 
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Table 30. Means, standard deviations and Tukey's Studentized Range (HSD) Tests 
results of counseling service utilization pattern ratings presented by 
age and volunteer status of counselors used by centers 
Senior/volunteer status of 
counselors used by center n M SD 
Use no seniors/ no volunteers 30 3.93a .78 
Use some seniors/no volunteers 20 3.55a,b .89 
Use no seniors/some volunteers 11 3.36a,b .67 
Use some seniors/some volunteers 32 3.34b .83 
Note: Mean values not sharing the same letter differ from each other significantly 
(p < .05). Scale endpoints of counseling service utilization patterns: 
1 = rapidly decreasing; 5 = rapidly increasing. 
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on these results revealed that significant differences existed in these ratings across groups, 
F(3, 89) = 3.07, g < .05. A Tukey's HSD Test done on these ratings showed that centers 
using counselors with no peer characteristics (only nonsenior professionals) rated their 
counseling service utilization as significantly more on the increase than did centers using 
seniors and volunteers or as counselors (g < .05). 
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DISCUSSION 
Characteristics 
Response characteristics 
Size When this study was planned, it had originally been expected that a sample 
size of approximately 800 could be obtained, based on an estimated 50% return rate of 
surveys mailed to the nearly 1700 members of the NISC. Although the return rate of 50.1 % 
was quite consistent with previous expectations, a high percentage of NISC members were 
not identifiable as senior centers and therefore were not surveyed. The smaller size from 
an estimate of 800 to 228 returned surveyed resulted in reduced statistical power for some 
analyses, especially those involving the effects of peer counselor characteristics. The 
truncated sample also raises questions about the representativeness of an NISC senior centers 
sample, since it is not known how many senior center facilities are not identified as such on 
their NISC mailing labels, and were not sampled by this study. Unfortunately, data on what 
percentage of all senior centers are NISC members, is not available. 
Location One reason to question to representativeness of NISC senior centers is 
the geographic distribution of the present study's respondents. Since there was no attempt 
to stratify the sample or equally sample geographic locations, the final sample shows a 
disproportionately high percentage of returns from the North and East regions of the United 
States, as is reflective of the general membership patterns of the NISC. However, there is 
no evidence that response rate percentages differ significantly by geographic region. 
City/community characteristics Much has been written about the problems 
pertinent to services available to the rural elderly. The results of this study show few 
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differences in center services associated with size of community served or city represented. 
Whether or not centers offer counseling at all, or use peer counselors seems to be relatively 
unrelated to the size of city or community served. However, centers from larger 
communities and cities do rate counseling as more of a necessity, however. • Unlike many 
community agencies, senior centers appear to be well represented among smaller population 
areas. The fact that the median population of both city and community served by the centers 
in this sample was between ten and twenty-five thousand is supportive of this conclusion, as 
is the smaller but substantial representation of the lower population categories. 
General service characteristics 
Personnel Previous research (Krout, 1989) on senior centers showed that the ratio 
of volunteer to paid positions was high. Krout's study revealed that the mean number of 
paid staff at centers was just over 7, while the mean number of volunteer positions was 
almost 44. The present study showed increases in both the number of paid staff and 
volunteers at facilities surveyed, but especially the latter. The mean number of paid staff 
from this study was about 10, while the mean number of volunteers rose to 122. Both 
increases seem to be encouraging signs of senior center growth. 
While the percentage of both paid and volunteer staff that are female is high for 
senior centers, it is interesting to note in this study that the number of volunteers a center 
reported was negatively correlated with the percentage of female participants. One possible 
explanation for this finding could be that elderly females are relatively less willing to become 
volunteers than are elderly males. Centers with extremely high proportions of females 
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among their participants could face problems in recruiting volunteers, including counselors, 
if this hypothesis is true. 
Participants As noted in the Results section, senior center participants are 
predominantly white and female. Although the ratio of females to males increases with age 
in this country, the data showing that more than two and one-half times as many females as 
males use senior centers is somewhat higher than would be expected from an estimation 
based on overall national population characteristics. The fact that senior centers are 
associated with help seeking and social behaviors may contribute to a disproportionate 
number of female participants. 
In regard to participant minority status, it has also been established that the ratio of 
white to non white persons increases with age in this country. The percentage of senior 
center minority participants reported in this study was just over 11%, a proportion very close 
to that of minority representation in the national population at age 74, which was the mean 
reported age of participants in this study. 
While the total minority population percentage of participants resembles that of the 
country, the percentage of centers serving few or no minority individuals could be 
problematic. As mentioned in the Results section, almost one-fourth of all centers served 
no minority individuals and over half reported that less than 2% of all participants were 
minorities. It is true that minority representation is far from evenly distributed across United 
States communities, and the skewed nature of minority senior center participant 
representation is undoubtedly a strong reflection of this trend. 
Finally, just as senior centers may warit to consider ways to become more active in 
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the recruitment of male and minority participants, it might also be in their best interest to 
prepare for a greater proportion of older senior participants. As previously mentioned, 
centers in this study reported that the mean age of their participants is about 74. In the years 
' to come, individuals in the 85 and older age category will comprise the fastest growing 
segment of the population (Blazer, 1989). What kind of mental health needs these 
individuals will have and whether or not they will be met through senior centers has yet to 
be determined. 
Counseling characteristics 
Types of services Krout's previous research on the services offered by senior 
centers (1985) revealed that approximately 50% of all centers offered "personal" counseling, 
31% offered "group" counseling and 25% offered "peer" counseling. However, the terms 
personal, group and peer were not defined in Krout's research. In the present study, 
respondents were asked to indicate whether their centers offered individual counseling, 
support groups, therapy groups or family counseling, and also whether they offered senior 
aged or volunteer counselors. 
The results showed that about the same percentage of centers in Krout's (1985) 
study, 50%, reported offering personal counseling as was reported by centers in the present 
study. Forty percent indicated that they offered individual counseling. In regard to group 
counseling, this study's results seem to indicate that most centers that reported offering group 
counseling in previous research were probably referring to support groups rather than 
therapy groups. This conclusion was suggested by the fact that 31 % of centers in this study 
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reported offering support groups versus only 7% that reported offering therapy groups. 
The preponderance of support groups over therapy groups offered by senior centers 
raises questions about the general nature of their counseling services. It may be reflective 
of perceptions of seniors' mental health needs as being more in support than in change. The 
term "counseling" was not defined in this study, and even if it had been, the fine distinctions 
between therapy versus support, or formal versus informal approaches would have been 
difficult at best to capture. In some ways, the comparison of senior center counseling 
services with other sources of community counseling may be very difficult to make as the 
needs, types of services, and definition of services may vary widely when senior centers are 
compared to community mental health services. This difficulty is not surprising, however, 
given the fact that there has been a lack of success associated with the utilization of more 
traditional forms of community counseling by the aged. The departure from them in terms 
of senior center counseling service design and philosophy has often been intentional. 
The relative importance of family counseling also seems to be reflected in the 
relatively high (18%) of all centers that reported offering these services in the present study. 
This finding may be related to the particular issues that seniors have regarding their loss of 
autonomy and their increasing dependence on other family members associated with 
advancing age. 
Scope The mean number of clients receiving counseling services from senior 
centers offering them is just under 65. While this figure does not seem large in comparison 
to the total number of clients of all ages served by other community counseling programs, 
it begins to take on greater proportions when the number of senior centers throughout the 
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country is considered. If the previously cited estimates of 16,000 senior centers nationwide 
(Krout, 1991) is accurate, and the percentage of these centers offering counseling is the same 
as those responding in this study (44.7%), it would mean that over 460,000 elderly 
individuals are presently utilizing senior center counseling services. This figure represents 
over one and one-half percent of the 30 million persons over age 65 in this country, or about 
one in every 60 elderly. The previously cited study by Shapiro et al. (1984) showed that 
only 2% to 8% of elderly with a diagnosable mental condition had seen a mental health 
professional in the entire past year, so it would seem that this rate of senior center 
counseling utilization is significant for elderly that for the most part probably have no 
previous mental health experiences. 
The other significant aspect of the magnitude of senior center counseling utilization 
is the number of referrals generated to other community counseling programs. Using the 
same process of extrapolation as was used to estimate the number of senior center counseling 
clients nationwide, a figure of 570,000 referrals to other community counseling programs 
is generated per year. Although there is probably some overlap in clients who utilize senior 
center counseling services and those who are referred to other services, and many of these 
referrals do not follow through with seeking services, this figure again appears to be 
significant. 
One interesting finding about the number of clients referred to outside counseling 
services relates to whether senior centers making these referrals offer counseling. Centers 
that do offer their own counseling services refer over twice as many clients to other 
community counseling programs than do centers without these services. While centers that 
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offer counseling tend to serve more overall participants than do centers not offering them, 
the magnitude of these differences does not nearly account for the magnitude of differences 
in outside referrals of counseling clients. Centers that offer counseling tend to refer about 
6% of all their participants to other community counseling programs, while those centers 
without counseling refer only about 3%. Thus, it seems that the decision on whether or not 
to offer counseling services by centers may be related to their general attitudes about the 
importance of these services for seniors, and not just the importance of them at their centers. 
It may also be that centers that offer counseling become more familiar with other community 
services through networking or professional relationships and become more comfortable in 
making referrals to these other programs. Other aspects of this study's comparative results 
will now be addressed. 
Comparative Findings 
Discontinued counseling services 
Of the 140 centers that indicated offering counseling services at some point, over 
one-fourth (n=38) reported having discontinued these services. It is unknown how these 
figures compare to those of other types of community counseling programs, but the 
proportion of discontinued services appears to be substantial. In addition to simply 
determining the frequency with which centers ceased counseling services, this study also was 
designed to gain information on the factors associated with service termination. Although 
the high number of discontinued programs was somewhat unexpected, it made some of the 
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analyses of characteristics of these services more meaningful. 
The fact that a senior center discontinues offering counseling services does not in 
itself mean that those services were unsuccessful. On the other hand, it does seem unlikely 
that services that are accessible, cost efficient, efficacious, and well utilized would be 
intentionally halted. More probably, problems in one or more of these areas would lead to 
the discontinuation of services. The following results seem to suggest that funding problems 
are the most significant reason for senior centers' termination of their counseling services. 
Obstacles to future counseling Centers that had previously offered counseling 
tended to rate utilization as less of a potential obstacle to future services than centers that had 
never attempted offering counseling. In addition, centers with discontinued counseling 
services also tended to rate funding as more of a potential obstacle to future services than 
did centers with no previous counseling experience. However, both types of centers rated 
funding as the biggest potential obstacle to initiating counseling services among the options 
of funding, counselor utilization, recruitment and training, and client referrals. In addition, 
client referrals received the lowest obstacle ratings by centers with no previous counseling 
services as well as centers with discontinued counseling programs. These combined data 
seem to suggest that when these services are offered, lack of utilization is relatively less 
responsible for discontinuation than are funding problems. 
Counseling characteristic importance Supporting the significance of funding as a 
key aspect of whether senior center counseling programs are discontinued or not, is the data 
on importance of cost to centers. Centers never offering these services rated their cost as 
significantly less important as a service characteristic than those having discontinued 
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counseling programs. Both groups of centers ranked cost as the most important counseling 
service characteristic, however. 
Although only about one-fourth of centers with discontinued counseling services 
reported experience using volunteers as counselors, these centers tended to rate the use of 
volunteers as more important than did centers with no previous counseling experience. 
Although this study found that the use of volunteers as counselors was not associated with 
lower cost of services, it may be that centers unfamiliar with the use of volunteers would 
assume that using them would save money and rate their importance more highly. 
Whether or not centers previously offered counseling made no difference in their 
rankings of importance of the use of peer counselors. These two variables (use of senior 
aged and use of volunteer counselors) were ranked among the bottom three of the 12 
characteristics presented for importance ratings to all centers not offering counseling. The 
other variable ranked in the bottom three was potential benefit to counselors, which is also 
usually thought to be associated with the use of peer counselors. The ratings of importance 
for the use of professional counselors was significantly higher than for those related to peer 
characteristics. Thus, these relatively low ratings of the importance of peer characteristics 
for future counseling services seems to support the hypothesis that for many centers, the use 
of peer counselors is not planned or preferred, but is the result of the lack of availability of 
alternatives. 
Counseling likelihood and importance The mean ratings of the importance of 
offering future counseling services were higher than the mean ratings of the likelihood of 
offering these services for centers with no previous counseling experience as well as those 
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with discontinued counseling programs. This suggests that centers desire services more than 
they feel the ability to provide them. 
Ratings of both importance of future counseling services as well as likelihood of 
future service provision were higher for centers that had offered counseling before, but had 
discontinued them. This finding also seems to support the idea that in most cases, 
counseling services were not discontinued because they were felt to be unimportant or 
unnecessary, but more likely, because of lack of funding or some other factor beyond the 
immediate control of the senior centers. 
Peer related conclusions 
While Krout's (1985) research concluded that 25% of senior centers offered peer 
counseling, the present research found that only 14% of centers used counselors that were 
senior aged and volunteers. Another 9% of centers offered seniors but not volunteers as 
counselors, and 5% offered volunteers but not seniors. Thus, a total of 28% of all centers 
used counselors with some peer characteristics. 
Since senior age and volunteer characteristics in combination is what is usually 
thought to constitute peer counseling, these findings suggest that peer is not a uniformly 
defined or implemented concept for senior centers. It may further indicate that the use of 
counselors with peer characteristics may not always be a planned aspect of service delivery 
design, but rather the result of circumstantial availability of counselors. This lack of 
planning and choice may also be related to the ultimate quality and success of these services 
versus those that are designed in advance. Unfortunately, there is no way of telling from 
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the data whether centers using counselors with peer characteristics did so by design or 
because of a lack of alternatives. 
Adding to this ambiguity concerning the nature of senior center peer counseling 
programs is the finding that centers that use counselors with peer characteristics are neither 
uniform nor highly pervasive in this practice. When counselors with peer characteristics are 
used, they constitute an average of only about 60% of all counselors involved in service 
delivery. This holds true whether the peer characteristic is senior age or volunteer status. 
There are also significant differences in the education and training of peer counselors. 
Centers using seniors and volunteers as counselors reported that their counselors' average 
level of education was halfway between a high school and a college graduate, whereas 
centers using only nonsenior professional counselors reported that these counselors' average 
level of education was halfway between a college graduate and an advanced degree. Centers 
using seniors but not volunteers as counselors reported the highest average level of counselor 
education, however. 
While level of education is not necessarily an indicator of the competency of a 
counselor, the relative lack of counselor training preparation of these volunteer counselors 
by some centers may be more of a cause for concern. Almost one-fourth of all centers using 
volunteers (defined to respondents as having no degree in human services and no previous 
paid counseling experience) as counselors reported that they received no training at all in 
preparation for this role. The average number of hours of training for volunteer counselors 
was only 20, but some centers reported as much as 70. Again, these differences in training 
and education make it difficult to analyze the effects of peer characteristics in a meaningful 
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way. 
Thus, it is difficult to determine precisely the effect on the success and quality of 
counseling services that the use of counselors with peer characteristics have, since they are 
rarely used by senior centers in a way that approximates a pure form. Senior centers are 
probably not unique in this, however, sine most peer counseling programs involve training 
and supervision, if not direct service provision, by professional counselors. 
Despite the problems in identifying and isolating the effects of the use of peer 
counseling, the results of the present study consistently suggest that senior centers using 
senior age and volunteer counselors report less favorable characteristics of their counseling 
service programs than do centers using only nonsenior, professional counselors. These 
characteristics include counselor recruitment and retainment, and accessibility, cost, efficacy 
and utilization of services. These characteristics will now be discussed in more detail. 
Recruitment/retainment Centers using seniors and volunteers as counselors rated 
both counselor recruitment and retainment as significantly more difficult than did centers 
using nonsenior professional counselors. This finding certainly seems to contradict Bratter 
and Freeman's (1990) suggestion that peer programs report positive volunteer responses 
regarding counseling positions and a low counselor attrition rate. However, there are 
possible alternative explanations. 
One possible explanation for these results could be that centers are basing their 
recruitment and retainment difficulty ratings on their past as well as their present experiences 
with counselors. If the previous hypothesis concerning the unplanned nature of peer 
counseling programs is true, then it could be that centers that have had no success in 
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recruiting or retaining nonsenior professional counselors turn to peers as an alternative. 
When they were then asked about their difficulty in counselor recruitment and retainment in 
this study, their responses may be reflective of previous difficulties rather than the present 
state of affairs. 
Another possible explanation lies in the number of counselors typically involved in 
peer versus nonpeer programs. Senior centers using senior age and volunteers as counselors 
average over nine counselors per program, while centers using only nonsenior professional 
counselors averaged less than three. Centers that work with a greater number of counselors 
may have to deal with recruitment and retainment issues more often simply because of the 
volume of counselors involved in their services. This could result in subjective ratings of 
greater difficulty in counselor recruitment and retainment simply because they are more 
involved with these aspects of service provision. 
Thus, while ratings of difficulty of counselor recruitment mid retainment are 
relatively greater for centers using seniors and volunteers as counselors than those using only 
nonsenior professionals, the reasons for these rating differences are not entirely clear. 
Accessibility Centers using seniors and volunteers as counselors were significantly 
less likely to offer transportation to counseling clients than were centers using only nonsenior 
professional counselors. This finding is somewhat puzzling, since counselor characteristics 
would appear to have little to do with a center's transportational policies. If peer counselors 
were more likely to provide in-home or telephone counseling services than were nonpeer 
counselors, then centers using nonpeers might feel obliged to compensate for this service 
accessibility difference by offering their clients transportation, but this was not found to be 
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the case. There were no differences in the use of in-home or telephone services associated 
with counselor peer characteristics found in this study. 
Peer and nonpeer differences in the provision of transportational services may relate 
to cost considerations. If centers that offer peer counseling programs do so with the idea 
that peer counselors will cost them less money than professional counselors (although as will 
be shown later, peer programs are at least as expensive as nonpeer programs), then it may 
be that this financial concern also reflects a relatively reduced ability to pay for 
transportational services by these centers. 
The other aspect of service accessibility that showed differences between centers 
using counselors with or without peer characteristics was service format. Centers using only 
nonsenior professional counselors tended to offer therapy groups significantly more often 
than did centers using seniors and volunteers as counselors. These peer versus nonpeer 
differences did not exist in regard to whether centers offered support groups, however. 
These findings again raise questions as to the therapeutic versus supportive nature of 
counseling services offered by senior centers. 
Cost Cost to clients of senior center counseling services can actually be thought 
of as an aspect of service accessibility. The fact that less than 8% of all centers offering 
counseling reported charging clients anything for these services speaks well of their 
accessibility for low and fixed income individuals. Whether or not a center charged its 
counseling clients for services appears to be unrelated to whether centers offer counselors 
with or without peer characteristics. 
Unfortunately, as evidenced by the previously discussed data on counseling obstacle 
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and importance ratings, the cost of services to the senior center providing them is of great 
concern. Over 30% of all centers offering counseling services in this study reported that it 
cost them nothing to provide these services. While this is theoretically possible, it may be 
that these centers simply do not have an independent budget line for them and there is a 
minimum of overhead for extra physical space, staff, utilities and paperwork that may be 
involved. It may also be that centers receive special funding that offsets any costs of 
counseling services, and they consider it a break even proposition. Whatever the case, these 
centers are certainly at the opposite end of the spectrum from centers reporting annual costs 
of up to $850,000 for their counseling programs. 
This discrepancy in results may indicate some potential benefit in centers networking 
and sharing information about how to minimize counseling service costs and in finding 
potential sources of funding for these programs. Generally senior centers' counseling 
programs seem fairly cost-effective. When one considers that a center averages serving 65 
counseling clients at a given time at an annual operating cost of just under $30,000 per year, 
these figures seem to compare quite favorably to other community counseling programs. 
Centers using only nonsenior professional counselors averaged yearly costs of only 
about $14,000 per year for their counseling programs. Although this figure is somewhat less 
than that of centers using counselors with peer characteristics, the extreme variance of 
responses made a statistical analysis of these differences impossible. Despite this, there is 
certainly no evidence from this study to suggest that using peers as counselors is likely to 
save a center money. 
Respondent-perceived efficacv As expected, centers using only nonsenior 
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professional counselors rated their services to clients as more beneficial than centers using 
counselors with peer characteristics. One of the problems with this finding is that the 
individuals making these ratings are not the individuals who are actually receiving the 
counseling. It may be that there are greater initial expectations of therapeutic benefit from 
professional versus volunteer counselors, and these expectations, rather than the actual 
performance of the respective groups of counselors, are behind the differences in benefit 
ratings. Somewhat supportive of this conclusion is the finding that only about 60% of 
centers attempt to evaluate their counseling service effectiveness in any way. Whether or 
not a center uses counselors with peer characteristics seems to be unrelated to its use of a 
counseling service effectiveness evaluation. 
Although one of the most frequently touted benefits of senior peer counseling 
programs is the benefit that the elderly counselors receive from providing these services, the 
present study failed to show that these benefits are somehow unique to peer counselors. In 
fact, centers that used only nonsenior professional counselors rated the benefits they receive 
from providing counseling as greater than did centers using seniors and volunteers as 
counselors, although not to a statistically significant degree. It is true that seniors do benefit 
from providing counseling services, but whether they benefit to a greater extent than if they 
volunteered to help in other, noncounseling ways is unknown. 
Another aspect of counseling efficacy examined in this study was how appropriate 
centers' counseling services were for a variety of clients' issues and conditions. It was 
hypothesized that centers using peer counselors would rate their services as generally less 
appropriate for these client issues and conditions than centers using only nonpeer counselors. 
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This hypothesis proved to be true except in the case of alcohol abuse, for which there was 
no statistically significant difference in ratings. As stated in the Results section, however, 
it was primarily the use of seniors rather than the use of volunteers as counselors that 
emerged as primarily responsible for these peer versus nonpeer appropriateness rating 
differences. 
These results seem to indicate that there may be some stigma involved for seniors 
to counsel other elderly individuals with issues and conditions that they may be susceptible 
to themselves, such as loss, depression, anxiety and dementia. In fact, the only issue where 
this was not evident was alcohol abuse, whereas the greatest magnitude of appropriateness 
ratings differences between centers using or not using senior age counselors occurred for 
dementia. It seems quite plausible that seniors ability to prevent negative mental health 
conditions is inversely related to the degree of their avoidance in working with them in 
others. Alcohol abuse would seem to be the most preventable condition for them, while 
dementia is the least preventable, with loss, depression and anxiety somewhere in the middle. 
If this explanation has merit, then it would seem that senior counselors that work with issues 
and conditions that they are uncomfortable with in elderly clients may have difficulty in 
providing quality therapeutic service. 
Another possible explanation for client issues and conditions appropriateness rating 
differences between centers using or not using senior age counselors could be that senior 
counselors have a more accurate perspective on the true limitations of counseling other 
seniors with these problems. While we would all like to believe that counseling can be 
efficacious for almost any problem, the reality may be that it really is not very appropriate 
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for conditions such as dementia. It may also be that senior counselors have a better 
understanding of the limitations particular to senior centers' counseling services than do 
nonsenior counselors, and that they feel issues such as anxiety, depression and loss might 
be better addressed in another setting. 
Utilization One aspect of utilization addressed in this study was the frequency with 
which centers worked with the same group of client issues and conditions that they rated for 
service appropriateness (loss, anxiety, depression, dementia and alcohol abuse). The results 
of these frequency ratings seem to lend greater support for the idea that centers using senior 
age counselors tend to avoid dealing with issues of the elderly that are relatively 
unpreventable. 
Centers using senior age counselors rated the frequency of dementia and loss as 
significantly less.for their counseling clients than did. centers using only nonsenior 
counselors. It is possible that centers using nonsenior counselors tend to overestimate the 
frequency of loss and dementia in their clients, but this seems a relatively less likely 
explanation. It is also possible that centers with senior age counselors refer clients with loss 
issues and dementia out to other agencies more often than centers using only nonsenior 
counselors, however. This could result in lower frequencies of these issues for the clients 
not referred out by centers using senior age counselors. 
Another aspect of utilization that was investigated by this study was frequency of 
referral sources to a senior center's counseling services. The fact that centers using seniors 
and volunteers as counselors rated the frequency of client self-referrals as significantly less 
than centers using only nonsenior professional counselors is interesting. It would seem to 
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cast some doubt on previous literature that has suggested that senior clients may utilize peer 
services to a greater extent because of the reduced stigma involved with them. 
The significantly low ratings that centers gave to frequency of physician referrals is 
not surprising, but problematic. Since a high percentage of seniors go to general physicians 
when they experience mental health concerns, they are unlikely to be directed toward the 
potentially beneficial services of their local senior centers. Whether physicians' relative lack 
of referrals to these centers reflects a lack of knowledge or a negative attitude on their part 
toward these services in unknown. 
While the number of counseling clients involved in counseling services at centers 
using seniors and volunteers as counselors tends to be greater than that for centers using only 
nonsenior professionals, the differences were not significant. In addition, centers using only 
nonsenior professional counselors tended to have a higher percentage of their participants 
involved in their counseling services than did centers using seniors and volunteers as 
counselors, although again, these differences were not statistically significant. The rate of 
counseling utilization reported by all senior centers offering these services seems 
encouragingly high, however. In terms of raw numbers of seniors served, these centers 
probably exceed any other single community counseling provider source, in most cases. 
Senior centers also rate their level of satisfaction with their counseling utilization 
quite highly, and their satisfaction with the trend of this utilization even more highly. 
Centers using only professional counselors tended to rate their counseling services higher in 
terms of utilization satisfaction than did centers using at least some volunteer counselors, 
however. Centers using only nonsenior professional counselors had higher ratings of 
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utilization trend satisfaction than did centers using seniors or volunteers as counselors. 
These findings may indicate that as time goes on, a smaller proportion of centers will offer 
peer counseling programs compared to those offering nonpeer services. 
Limitations and Future Directions 
Limitations 
Partially because of the exploratory nature of this study and the lack of previous 
work to guide this research, its limitations are many. Most of them have been already 
addressed in prior sections of this work. One of the more important study limitations was 
related to constraints on power and diversity of statistical analyses created by the relatively 
smaller sample size than had originally been planned. However, the many variables and 
statistical analyses also present the possibility for Type I error. Another was a lack of clarity 
concerning the actual nature of counseling at senior centers, especially in regard to the 
dimensions of support versus therapy. A third was ambiguity involved with how peer 
counseling services were created, and whether a potential lack of planning in this regard 
negatively affected some of the comparisons done in this study to nonpeer services. A fourth 
limitation was in the variation of the reported use of peer counselors by centers, and how 
this was treated in terms of analyzing peer and nonpeer differences. Finally, the lack of 
direct input from senior counseling clients raises questions about the validity of efficacy 
results. 
A major limitation not yet addressed in this study was who were the respondents. 
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For centers without counseling services, instructions were given in the questionnaire 
materials for the directors of these senior centers to complete the requested items. Whether 
or not this happened is unknown. For centers offering counseling services, instructions were 
given to have the center's director or a staff member familiar with the center's counseling 
program complete the questionnaire items. No indication of who these individuals actually 
were was ever solicited. 
Since many of the questionnaire items involved subjective ratings, the respondent's 
status as a center director, counselor or volunteer could make a large difference in how they 
perceive their center's counseling services. In addition, other respondent characteristics, 
such as age, education and experience might also influence response results in an unknown 
fashion. 
Future directions 
The sheer number of seniors, senior centers and the counseling clients they serve 
now, and will serve in the years to come, make further research in this area needed and 
important. In some ways, the present study serves as a baseline indicator of the scope and 
characteristics of senior center counseling services. Given the rapidly changing economic 
and demographic conditions that exist in this country, it will be interesting to see what 
direction the elderly's use of mental health services takes, and how significant a role senior 
centers will have in this. 
Future research on senior center counseling services should more clearly address how 
they are planned and implemented. Their nature is still too ill defined at the conclusion of 
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this research to make many meaningful comparisons with more traditional forms of 
community counseling services, but this is the direction future research should probably take. 
In this way, the relative advantages and disadvantages of these programs can be better 
understood. 
Another important potential aim of future research should be to gain information 
from the elderly clients themselves on the quality of these services. This is especially true 
in regard to comparisons of peer and nonpeer counseling program characteristics. 
Information from clients of other community counseling programs might also be gathered 
to aid in comparisons of these services versus those of senior centers. 
Smaller, more controlled studies involving services with better defined peer 
characteristics could also be done. Being able to know and match centers for factors not 
related to peer characteristics of counselors could aid in a more definitive comparison of the 
advantages and disadvantages of peer counseling services than was accomplished in this 
research. This study has used facilities that by their very nature are user-friendly to the 
elderly. The generally negative results obtained through the present research regarding peer 
counselor usage may be specific to senior centers. It would be valuable to repeat this study 
in community counseling facilities that do not do most of their business with elderly clients. 
It could be that some of the benefits cited by previous authors concerning peer programs 
would be more evident in facilities such as these. 
Finally, general research on all aspects senior services in regard to their necessity, 
funding problems and sources, networking with other community agencies, and planning and 
development will become more critical in the years to come. As a dramatically higher 
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proportion of this country's population becomes elderly over the next thirty to forty years, 
research on how to develop services that meet senior citizens' needs in terms of both quantity 
and quality will be vital. 
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The National Council on the Aging, Inc. 
600 Maryland Ave. SW • Wtst Win£ 100 • Washington, DC 20024 • Tel. (202) 479-1200 • Fax (202) 479 0735 
after June 1,1991; 409 Third Street SW • Second Floor • Washington, DC 20024 
Officers of the 
Board of Directors' 
June 10, 1991 
Chair 
Em D. Wauœ* 
te Via Ciair 
FnwKiE M. FR£E»UN, ESQ. 
2nd Viu Clitir 
Duna E. Knowus 
Simniy; SrivM ÏO-EN, Ph.D. 
AmunlStcrtuiy: 
Ckauis ScHcmuND 
Tmuurtr /ANESGunnino 
Misnnt Trtamnr RoiiEUT PoprE* 
Mdtnt; 
DIL DANia Thukz, ACSW 
Smicr Viu PrtmUnK 
PAUL KE«SCHNE*, PH.D. 
Jim Thompson 
201 Washington 
Ames, Iowa 50010 
Dear J1m: 
Thank you for your patience In awaiting a formal response. 
I am pleased to confirm that both the National Institute of 
Senior Centers (NISC) leadership and the appropriate staff at 
the National Council on the Aging (NCOA) have reviewed your 
proposed research project and support your work. 
Enclosed are some comments and questions for your review. 
.Please call me to discuss. NCOA expects to supply you with 
pressure sensitive address labels of the NISC membership 
(approximately 1,700) shortly. We can draft a cover letter 
(for reproduction) as an endorsement of your survey If you wish. 
Please plan to share results with us so that we may publish 
the findings in an NCOA Networks article. Hope to speak with 
you soon. 
Sincerely, 
Cindy Shearin, Program Manager 
National Institute of Senior Centers 
A nonprofit agency working since 1950 to improve the lives of older Americans 
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The National Council on the Aging, Inc. 
600 Maryland Ave.SW* West Wins 100 • Washington, DC 20024 • Tel. (202) 479-1200 • Fax (202) 479-0735 
after June 1,1991: 409 Third Street SW • Second Floor • Washington, DC 20024 
Officers of the 
Board of Directors 
Chair 
Elva D, Walkeh 
In Vile Chair: 
Frankie M. Fweman, Esq. 
2ni Via Chair: 
D.WEL E. K.SOWUS 
Umtary: SavTA YL'ÏN, Ph.D. 
Astmant Stcntar^: 
Chawjs Schottland 
Trtatunr: Ims CuNMNC 
Aaiitanr Tnaiunr 
RutERT 
Pmidini: Du. Daniel Thl'mz, ACSW 
Stnim Viii Pniidtnt: 
Paul Kemchneii, Ph.D. 
July 1. 1991 
Dear NISC Colleague: 
Please take a few minutes to complete the enclosed survey supported by the 
National Council on Aging, the National Institute of Senior Centers and their 
Research Committee. This project will add to our body of knowledge on the 
"need for" and "nature of counseling services offered at senior centers 
around the country. The information that you provide will assist greatly in 
the planning and provision of services to the elderly that are supportive, 
therapeutic, accessible and well utilized. Your cooperation is vital to the 
success of this research. 
Survey results, when available, will be presented in NCOA Networks or 
Perspective on Aging. More detailed information on the survey and 
instructions on how to participate are included in the following letter from the 
project coordinator. Thank you for your support and participation. 
Sincerely, 
Susan Hirsch, Chair 
National Institute of Senior Centers 
A nonprofit agency working since 1950 to improve the lives of alder Americans 
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DEPARTMENT OF PSYCHOLOGY 
IOWA STATE UNIVERSITY 
Psychology Department, I.S.U. 
Ames, Iowa 50011>31S0 
Phone (515) 294-1742 
Fax #(515) 294-6424 
July 19, 1991 
Dear Senior Center Director: 
The attached survey is designed to gather information about existing and 
potential counseling services offered by community senior centers across 
the nation. It is hoped that the results will contribute to the 
development of more effective, most accessible and more frequently utilized 
mental health services for the elderly. Counseling, for purposes of the 
following questionnaire, is defined as a meeting between two or more 
persons, at least one of whom has been trained and designated to provide 
some type of psychological assistance, or emotional, or social support to 
the other(s). 
Your participation and responses are vital to the success of this study. 
Since you are in a unique position to reflect on the counseling services 
available to seniors, as well as their needs, we value and need your 
reactions. 
Responses to the following questions will be kept totally anonymous and 
confidential, and should require no more than 30 minutes of your time. No 
individual data obtained from this survey will be reported. Summaries will 
report group data only. 
This research is being conducted at Iowa State University, and has been 
reviewed and approved by its Human Subjects Review Committee. It has also 
been approved and supported by the National Council on the Aging. Your 
participation în this research is totally voluntary. 
Please use the enclosed, pre-addressed and postage-paid envelope to return 
only the parts of the questionnaire that you respond to, if possible, no 
later than August 23rd, 1991. Do not return this letter or any other 
materials which you do not mark on. If you have questions or concerns 
about this research, please contact James Thompson or Norman Scott, 
Department of Psychology, West 112 Lagomarcino Hall, Iowa State University, 
Ames, Iowa, 50011 (515-294-1742). 
Your assistance with this project will be greatly appreciated. 
Sincere!V. 
James D. Thompson, M.S. Norman A. Scott, Ph.D. 
Associate Professor Project Coordinator 
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Senior Center Counseling Services 
Form A 
DEMOGRAPHIC INFORMATION 
(To be Completed by All Senior Center Director Respondents) 
Please complete the folowing items as indicated, and follow the directions which 
appear afterward. 
1. Number of years senior center has been in operation 
2. State in which center is located 
3. Approximate population of community area served primarily by your center (Please 
check blank that applies) 
less than 1,000 1,001 to 2,500 2,501 to 5,000 
5,001 to 10,000 10,001 to 25,000 25,001 to 50,000 
50,001 to 100,000 more than 100,000 
4. What is the approximate total population of the town/city in which your center 
is located (Please check blank that applies) 
less than 2,500 2,501 to 5,000 5,001 to 10,000 
10,001 to 25,000 25,001 to 50,000 50,001 to 100,000 
100,001 to 500,000 more than 500,000 
5. Approximate number of paid staff at center 
6. Approximate number of volunteers at center 
7. Approximate % of all clients that are minorities % 
8. Approximate % of all clients that are female % 
9. Approximate total number of different clients served monthly by your center 
10. Approximate average age of all senior center clients 
11. Approximately how many of your center's clients have your staff referred to 
counseling services outside your center within the past year? 
12. How well do you feel that the counseling services available through other 
providers in your community meet the needs of the local elderly? 
(Please circle the appropriate scale number) 
1 •2' 3 4 5 
Extremely 
Poorly 
Extremely 
Well 
(PLEASE CONTINUE RESPONDING TO QUESTIONS ON BACK SIDE OF THIS PAGE) 
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13. How much are counseling services needed at your center? (Please circle the 
appropriate scale number) 
1 2— 3 4 5 
Extremely Extremely 
Unnecessary Necessary 
NOTE: IF TOUR CENTER DOES NOT OFFER COUNSELING SERVICES, PLEASE COMPLETE ONLY THE 
ATTITUDE INVENTORY (GREEN SHEET, FORM B) ON THE FOLLOWING PAGE. 
IF TOUR CENTER DOES OFFER SOME TYPE OF COUNSELING SERVICES, PLEASE COMPLETE, OR HAVE 
A STAFF MEMBER FAMILIAR WITH THESE COUNSELING SERVICES COMPLETE THE COUNSELING 
QUESTIONNAIRE (WHITE SHEET, FORM C) IN THIS PACKET. 
RETURN ONLY THE FORM (B OR C) WHICH YOU COMPLETE, ALONG WITH THIS FORM IN THE 
RETURN ENVELOPE PROVIDED. 
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FORM B 
ATTITUDE INVENTORY 
The following questionnaire is for senior centers NOT currently offering counseling 
services. Please respond to all items. 
1. To your knowledge, have counseling services ever been offered through your 
center in the past? 
Yes No 
If yes, please respond to parts a and b below: 
a. Why were these services discontinued? 
b. Did these services involve the use of volunteer counselors (individuals 
without a human service degree or without previous paid counseling 
experience)? Yes No 
2. How likely is it that your center will be offering counseling services within 
the next three years? (Please circle the appropriate scale number) 
Extremely 
unlikely 
Extremely 
likely 
3. How much of an obstacle do you think each of the following might be if you 
attempted to begin offering counseling services through your center? 
(Please circle the appropriate scale number for each item) 
funding 
not an 
obstacle 
extreme 
obstacle 
counselor utilization 
counselor recruitment ———23""""""""""""""""4""""""""""""""5 
counselor training 
client referrals 
other 
(please describe) not an 
obstacle 
extreme 
obstacle 
4. How important is it for your center to offer counseling services at some time in 
the future? (Please circle the appropriate scale number) 
1 
of no 
importance 
-4 5 
extremely 
important 
(PLEASE CONTINUE RESPONDING TO QUESTIONS ON BACK SIDE OF THIS PAGE) 
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5. How important would each of the following characteristics be to you if you were 
to begin to offer counseling services at your center? (Please circle the 
appropriate scale number for each item) 
client accessibility 1 2 3 4— 5 
of no extremely 
importance important 
low cost to center 1 2 3 4 5 
evaluation of service 1 2 3 4 5 
effectiveness to clients 
appropriateness for wide 1 2 3 4 5 
variety of client 
conditions/issues 
offers variety of formats 1 2 3 4 5 
(individual, group, etc.) 
offers flexibility in 1 2 3 4 5 
frequency, length and 
duration of sessions 
provision of written ———————2——4—"•""•"••"•"'"*••"5 
documentation of services 
offers senior-aged 1 2 3 4— 5 
counselors 
offers volunteer counselors """4""—*"5 
(no human service degree or no 
previous paid experience) 
offers professional i——"2——————"""3—4"""""""—""———5 
counselors (human service 
degree and previous paid experience) 
no cost to clients "2———————""3—4"""— 
is of benefit to counselors 1- 2 3 4 5 
of no extremely 
importance important 
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FORM C 
COUNSELING QUESTIONNAIRE 
The following questionnaire is for senior centers that offer some type of 
counseling service. Please respond to all items. 
1. What type(s) of counseling services are offered by your senior center? 
(Please check all that apply) 
support group individual counseling family counseling_ 
therapy group other_ 
(please describe)_ 
2. Where/how are these services offered to clients? (Please mark all that apply) 
at the senior center over the phone 
in clients' homes at other location 
3. Approximately how much does it cost your center to provide these counseling 
services on an annual basis? 
$ 
4. What percentage of your counselors are age 60 or over? % 
5. How much have the counseling services you offer benefited each of the following? 
(Please circle the appropriate scale number for each) 
no extremely 
benefit beneficial 
. no extremely 
benefit beneficial 
6. How many counselors are presently involved in providing services through your 
center? 
7. What is the average level of education of your counselors? 
high school college graduate 
some college advanced degree 
8. Are your counselors supervised on their work with clients? 
yes no 
If yes, what are the supervisor's credentials? 
9. How many active clients do your counselors have (Please respond to each) 
Maximum number Minimum number Average number_ 
PLEASE CONTINUE RESPONDING TO QUESTIONS ON BACK SIDE OF THIS PAGE 
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10. Approximately what percentage of your counselors are 
female % minority % 
11. Approximately what percentage of your counseling clients are 
female % minority % 
12. What is the approximate average age of your counseling service clients? 
13. How many clients are presently receiving counseling services through your 
center? 
14. Are your clients charged in any way for counseling services? 
yes no If yes, cost per session $ 
15. Does your center provide any transportation for clients to your counseling 
services? 
yes no 
16. How often does the average client receive counseling? 
less than weekly weekly more than weekly 
17. How long does the average counseling session last? 
less than 45 min. 45-75 min. more than 75 rain. 
18. How many total counseling sessions does the average client receive? 
1-8 9-16 more than 16 
19. What kinds of documentation does your center maintain regarding counseling 
service clients?. (Please mark all that apply) 
client social treatment 
demographics history plan 
progress other 
notes (please describe) 
20. How difficult has it been for your center to recruit counselors to offer these 
services? (Please circle the appropriate scale number). 
1 2 3 ,4 5 
extremely extremely 
easy difficult 
21. How difficult has it been for you to retain the services of these counselors? 
(Please,circle the appropriate scale number) 
1 2 3 4 5 
extremely extremely 
easy difficult 
188 
22. How appropriate do you feel your counseling services are for the following 
client conditions/issues? (Please circle the appropriate scale number for 
each item) 
depression 1 2- —3 4 5 
extremely extremely 
inappropriate appropriate 
alcohol abuse 1 2 3 4 5 
extremely extremely 
inappropriate appropriate 
dementia 1— 2 3 4 5 
extremely extremely 
Inappropriate appropriate 
loss issues 1— 2 3 4 5 
extremely extremely 
inappropriate appropriate 
anxiety 1 2 3 4 5 
extremely extremely 
inappropriate appropriate 
23. How frequently have clients with the following conditions/issues received 
counseling services from your center? (Please circle the appropriate scale 
number for each item) 
depression 1 2 3 4 5 
never very 
frequently 
alcohol abuse 1 2 3 4 5 
never very 
frequently 
loss issues 1 2 —3 4 5 
never very 
frequently 
dementia 1 2 3 4 5 
never very 
frequent 
anxiety 1 2 3 4 5 
never very 
frequently 
24. Do you attempt to evaluate the effectiveness of your counseling services to 
clients in any way? 
Yes Mo If yes, briefly describe methods used. 
(PLEASE CONTINUE RESPONDING TO QUESTIONS ON BACK SIDE OF THIS PAGE) 
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25. How would you describe the usage pattern of your center's counseling services? 
(Please circle the appropriate scale number) 
1 2 3 4 5 
rapidly rapidly 
decreasing increasing 
26. How satisfied have you been with the level of client utilization of your 
center's counseling services? (Please circle the appropriate scale number) 
1 2 3 4 5 
extremely extremely 
dissatisfied satisfied 
27. How often do each of the following refer counseling clients to your center? 
(Please circle the appropriate scale number for each item) 
client (self) 1 2 3 4 5 
extremely extremely 
infrequently frequently 
family 1 2 3 4 5 
extremely extremely 
Infrequently frequently 
other agencies 1 2 3 4 5 
extremely extremely 
infrequently frequently 
physician 1 2 3 4 5 
extremely extremely 
infrequently frequently 
other 1 2 3 4 5 
(describe) extremely extremely 
Infrequently frequently 
28. What percentage of your counselors are 
professional counselors % volunteer counselors % 
(have degree in human service (no degree in human service or 
and previous paid experience) no previous paid experience) 
NOTE: IF YOU HAVE VOLUNTEER COUNSELORS, PLEASE ANSWER THE FOLLOWING: 
A. How many hours of initial training do volunteers receive before they begin 
seeing clients? 
hours 
B. Is the volunteer counselor training evaluated in any way? 
yes no 
C. How would you rate the effectiveness of the volunteer counselor training? 
(circle the appropriate scale number) 
1 2 3 4 5 
extremely extremely 
ineffective . effective 
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VI V2 V3 V4 V5 V6 V7 V8 V9 VIO 
VI 1.00 
V2 .16 
(.05) 
1.00 
V3 .10 .23 
(.001) 
1.00 
V4 .07 .10 .12 1.00 
V5 -.06 -.06 -.22 
(.001) 
-.03 1.00 
V6 .07 .30 
(.001) 
.20 
(.01) 
-.01 -.06 1.00 
V7 .04 -.05 -.12 -.06 .17 -.04 1.00 
V8 .10 .11 .21 
(.01) 
.20 
(.01) 
.01 .20 
(.01) 
-.16 
(.05) 
1.00 
V9 .11 -.01 .07 -.06 -.12 .08 -.10 .03 1.00 
VIO .10 .09 .05 .03 .08 .21 
(.01) 
.05 .23 
(.01) 
-.19 
(.01) 
1.00 
Vl l  .18 
(.01) 
.18 
(.01) 
.21 
(.01) 
.02 -.10 .25 
(.001) 
.09 .01 .02 .03 
V12 .18 
(.01) 
.23 
(.001) 
.19 
(.01) 
.29 
(.001) 
-.01 .27 
(.001) 
-.04 .11 -.06 .21 
(.01) 
V12 
.40 1.00 
Note: Significant correlations have g values (a) in parentheses below r value. 
VI = # of years center has operated V7 = average age of center participants 
V2 = # of paid staff at center V8 = #  o f  participants referred to outside 
counseling services 
V3 = f t  0 Î  volunteers at center V9 = quality of community counseling 
V4 = minority % of all participants VIO = necessity of center counseling 
V5 = female % of all participants VI1 = community population 
V6 = # of participants served monthly V12 = town/city population 
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A1 A2 A3 A4 A5 A6 
A1 1.00 
A2 -.24 1.00 
(.01) 
A3 -.10 .11 1.00 
A4 -.07 .08 .43 1.00 
(.001) 
A5 -.14 .21 .26 .58 1.00 
(.05) (.01) (.001) 
A6 -.06 .09 .30 .17 .15 1.00 
A7 .51 .03 -.29 -.13 -.09 
00 
(.001) (.01) (.01) 
Note: Significant correlations have g values (a) in parentheses below r value. 
A1 = likelihood of counseling in next 3 years 
A2 = counseling obstacle: funding 
A3 = counseling obstacle: counselor utilization 
A4 = counseling obstacle: counselor recruitment 
A5 = counseling obstacle: counselor training 
A6 = counseling obstacle: client referrals 
A7 = importance of future counseling 
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A1 A2 A3 A4 A5 A6 A7 
VI .06 .05 .03 .06 -.02 -.03 .01 
V2 .07 .09 -.15 -.09 -.08 -.12 .16 
V3 .06 -.03 -.13 .04 -.03 .00 -.02 
V4 .06 .08 -.07 .00 -.02 .08 .07 
V5 .01 .03 -.21 
(.05) 
-.26 
(.01) 
-.13 -.22 
(.05) 
.19 
(.05) 
V6 .11 .02 -.21 
(.05) 
.01 .10 -.10 .17 
V7 .09 -.05 .07 -.02 -.16 -.12 .12 
V8 .22 
(.05) 
-.09 -.23 
(.05) 
.04 .05 -.14 .33 
(.001) 
V9 .07 -.12 .03 -.16 -.25 
(.01) 
.05 -.26 
(.01) 
VIO .30 
(.01) 
.08 -.35 
(.001) 
-.04 -.11 -.31 
(.001) 
.60 
(.001) 
Vl l  .05 .01 .09 .05 .03 .07 -.12 
V12 .00 .06 -.07 .01 .04 .01 .00 
Note: Significant correlations have g values (^) in parentheses below r value. 
See Appendix G for V variable descriptions, and Appendix H for A variable descriptions. 
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DEMOGRAPHIC INFORMATION 
Counseling No Counseling 
Question M SD M SD t 
1. # of years center has been in operation 16.8 9.9 15.3 7.1 1.31 
3. Community population (1 = < 1000, 
2 = 1001-2500, 3 = 2501-5000, 
4 = 5001-10,000, 5 = 10,001-
25,000, 6 = 25,001-50,000, 
7 = 50,001-100,000, 8 = > 100,000) 5.5 1.8 5.3 1.8 .70 
4. Town/city population (1 = <2500, 
2 = 2501-5000, 3 = 5001-10,000, 
4 = 10,001-25,000, 5 = 25,001-
50,000, 6 = 50,001-100,000, 
7 = 100,001-5000,000, 8 = 
>500,000) 5.1 1.8 4.8 1.9 1.30 
5. # of paid staff at center 11.0 11.8 9.7 14.1 .75 
6. # of volunteers at center 123.1 116.3 121.1 128.1 .12 
7. Minority % of all clients 13.7 21.1 9.5 18.3 1.61 
8. Female % of all clients 71.6 11.1 71.8 11.1 .17 
9. # of participants served 
monthly by center 903.7 1302.5 607.6 1106.6 1.74* 
10. Average age of center 
participants 74.0 4.2 73.3 3.6 1.50 
11. # of center clients referred 
to outside counseling services 53.7 88.9 19.5 37.4 3.45** 
12. Community counseling services 
meeting local elderly needs 
(1 = extremely poorly, 5 = 
extremely well; Likert 
1-5) 3.0 1.0 2.9 0.9 .66 
13. Necessity of counseling at 
center (1 = extremely un­
necessary, 5 = extremely 
necessary; Likert 1-5) 3.8 1.1 3.3 1.0 4.12** 
* 2 < .05. 
< .001. 
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ATTITUDE INVENTORY 
Counseling No Counseling 
Question M SD M SD t 
2. Likelihood of counseling in next 3 
years (1 = extremely unlikely, 5 = 
extremely likely; Likert 1-5) 2.6 1.2 2.1 1.2 2.01* 
3. Counseling obstacles: funding (1 = 
not an obstacle, 5 = extreme obstacle; 
Likert 1-5) 4.5 0.6 4.3 1.1 1.03 
3. Counseling obstacles: counselor 
utilization (1 = not an obstacle, 
5 = extreme obstacle; Likert 1-5) 2.7 1.1 3.0 1.1 1.28 
3. Counseling obstacles: counselor 
recruitment (1 = not an obstacle, 
5 = extreme obstacle; Likert 1-5) 2.8 1.1 2.7 1.1 .45 
3. Counseling obstacles: counselor 
training (1 = not an obstacle, 
5 = extreme obstacle; Likert 1-5) 2.9 1.2 2.7 1.1 .68 
3. Counseling obstacles: client 
referrals (1 = not an obstacle, 
5 = extreme obstacle; Likert 1-5) 2.5 1.1 2.5 1.1 .00 
4. Importance of future counseling 
(1 = of no importance, 5 = 
extremely important; Likert 1-5) 3.6 1.2 3.3 1.0 1.72*, 
5. Importance of counseling service 
characteristics: client 
accessibility (1 = of no 
importance, 5 = extremely 
important; Likert 1-5) 4.1 0.9 4.0 1.1 .40 
5. Importance of counseling service 
characteristics: low cost to 
center (1 = of no importance, 
5 = extremely important; 
Likert 1-5) 4.7 0.6 4.3 1.0 2.03* 
5. Importance of counseling service 
characteristics: effectiveness 
evaluation (1 = of no importance, 
5 = extremely important; 
Likert 1-5) 4.3 0.8 4.1 0.9 .99 
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ATTITUDE INVENTORY (Continued) 
Counseling No Counseling 
Question M SD M SD t 
5. Importance of counseling service 
characteristics: appropriateness 
for variety of issues (1 = of no 
importance, 5 = extremely 
important; Likert 1-5) 4.0 0.9 4.3 0.9 1.27 
5. Importance of counseling service 
characteristics: variety of 
formats (1 = of no importance, 
5 = extremely important; 
Likert 1-5) 3.8 0.8 4.0 0.9 1.19 
5. Importance of counseling service 
characteristics: flexibility in 
frequency, length, duration (1 = 
of no importance, 5 = extremely 
important; Likert 1-5) 3.9 0.7 4.0 1.0 .52 
5. Importance of counseling service 
characteristics: written 
documentation (1 = of no 
importance, 5 = extremely 
important; Likert 1-5) 3.8 1.0 3.7 1.0 .60 
5. Importance of counseling service 
characteristics: senior-aged 
counselors (1 = of no 
importance, 5 = extremely 
important; Likert 1-5) 3.6 0.9 3.5 1.0 .56 
5. Importance of counseling service 
characteristics: volunteer 
counselors (1 = of no 
importance, 5 = extremely 
important; Likert 1-5) 3.1 1.1 2.7 1.2 1.78* 
5. Importance of counseling service 
characteristics: professional 
counselors (1 = of no importance, 
5 = extremely important; 
Likert 1-5) 3.9 0.8 4.1 0.8 .77 
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ATTITUDE INVENTORY (Continued) 
Question 
5. Importance of counseling service 
characteristics: no client cost 
(1 = of no importance; 5 = 
extremely importance; Likert 1-5) 
5. Importance of counseling service 
characteristics: benefîts 
counselors (1 = of no importance, 
5 = extremely important; 
Likert 1-5) 
Counseling No Counseling 
M SD M SD t 
4.0 1.0 4.1 0.9 .39 
3.3 1.1 3.3 1.1 .27 
< .05. 
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COUNSELING QUESTIONNAIRE 
Peer Nonpeer 
Counseling Counseling 
Question M SD M SD t 
3. Annual cost (in hundreds) 176.2 256.0 140.9 159.7 .58 
5. Benefit to clients (1 = no 
benefit, 5 = extremely 
beneficial; Likert 1-5) 4.0 0.7 4.4 0.7 1.94^ 
5. Benefit to counselors (1 = 
no benefit, 5 = extremely 
beneficial; Likert 1-5) 3.9 0.8 4.0 1.1 .39 
6. # of present counselors 9.1 11.3 2.4 1.6 3.18** 
7. Average counselor education: 
1 = high school, 2 = some 
college, 3 = college graduate. 
• 
4 = advanced degree 2.5 0.8 3.5 0.7 5.59*** 
9. Average # of clients for counselor 13.4 17.4 19.1 12.3 1.25 
10. % of female counselors 76.4 24.4 91.0 17.8 2.67** 
10. % of minority counselors 13.9 27.0 11.3 28.2 .37 
11. % of female counseling clients 73.9 13.2 77.5 15.5 1.0 
11. % of minority counseling clients 12.1 20.2 16.6 29.6 .70 
12. Average age of counseling clients 73.1 4.6 70.8 7.9 1.36 
13. Present # of counseling clients 54.8 82.5 48.9 62.1 .28 
16. Average frequency of counseling 
sessions: 1 = < weekly, 2 = 
weekly, 3 = > weekly 1.3 0.5 1.5 0.6 1.35 
17. Average duration of counseling 
sessions: 1 = < 45 minutes, 2 = 
45-75 minutes, 3 = > 75 minutes 1.5 0.5 1.6 0.6 1.04 
18. Average total # of counseling 
sessions: 1 = 1-8, 2 = 9-16, 
3 = > 16 1.5 0.8 1.5 0.7 .25 
20. Difficulty to recruit counselors 
(1 = extremely easy, 5 = extremely 
difficult; Likert 1-5) 3.2 0.9 2.5 1.2 2.20* 
21. Difficulty to retain counselors 
(1 = extremely easy, 5 = extremely 
difficult; Likert 1-5) 2.8 1.0 2.0 0.9 3.00** 
204 
COUNSELING QUESTIONNAIRE (Continued) 
Peer Nonpeer 
Counseling Counseling 
Question M SD M SD t 
22. Service appropriateness: 
depression (1 = extremely in­
appropriate, 5 = extremely 
appropriate; Likert 1-5) 3.6 1.2 4.1 1.1 1.70* 
22. Service appropriateness: alcohol 
abuse (1 = extremely inappropriate, 
5 = extremely appropriate; 
Likert 1-5) 2.8 1.1 2.9 1.3 .14 
22. Service appropriateness: dementia 
(1 = extremely inappropriate, 5 = 
extremely appropriate; Likert 1-5) 2.8 1.2 3.7 1.2 2.87** 
22. Service appropriateness: loss 
issues (1 = extremely inappropriate, 
5 = extremely appropriate; Likert 
1-5) 4.1 1.0 4.5 0.8 1.72* 
22. Service appropriateness: anxiety 
(1 - extremely inappropriate, 5 = 
extremely appropriate; Likert 1-5) 3.4 1.2 4.0 1.1 1.84* 
23. Frequency of issues: depression 
(1 = never, 5 = very frequently; 
Likert 1-5) 3.7 1.3 3.9 1.0 .68 
23. Frequency of issues: alcohol 
abuse (1 = never, 5 = very 
frequently; Likert 1-5) 2.1 1.0 2.2 1.2 .35 
23. Frequency of issues: loss 
issues (1 = never, 5 = very 
frequently; Likert 1-5) 3.7 1.3 4.4 1,0 2.42** 
23. Frequency of issues: dementia 
(1 = never, 5 = very frequently; 
Likert 1-5) 2.8 1.1 3.3 1.2 1.87* 
23. Frequency of issues: anxiety 
(1 = never, 5 = very frequently; 
Likert 1-5) 3.2 1.3 3.8 1.2 1.60 
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COUNSELING QUESTIONNAIRE (Continued) 
Peer Nonpeer 
Counseling Counseling 
Question M SD M SD t 
25. Usage pattern (1 = rapidly 
decreasing, 5 = rapidly 
increasing; Likert 1-5) 3.3 0.8 3.9 0.8 2.87** 
26. Utilization satisfaction 
(1 = extremely dissatisfied, 
5 = extremely satisfied; 
Likert 1-5) 3.2 0.9 3.5 0.9 1.40 
27. Referral frequency: client 
(1 = extremely infrequently, 
5 = extremely frequently; 
Likert 1-5) 3.3 1.0 3.8 1.1 1.98* 
27. Referral frequency: family 
(1 = extremely infrequently, 
5 = extremely frequently; 
Likert 1-5) 3.2 1.1 3.6 1.0 1.38 
27. Referral frequency: other 
agencies (1 = extremely in­
frequently, 5 = extremely 
frequently; Likert 1-5) 3.3 1.0 3.3 1.2 .04 
27. Referral frequency: physician 
(1 = extremely infrequently, 
5 = extremely frequently; 
Likert 1-5) 2.1 1.1 2.3 1.2 .55 
27. Referral frequency: other 
(1 = extremely infrequently, 
5 = extremely frequently; 
Likert 1-5) 3.6 1.2 3.9 1.2 .67 
* g < .05. 
< .01. 
*** E < .001. 
